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THE FACTORS IN THE SUCCESSFUL 
FEEDING OF INFANTS AND 
CHILDREN* 

W. E. Sincriair, M.D., 

Orlando. 

No less an authority than the late Dr. Holt 
made the statement that nutrition in its broadest 
sense is the most important branch of pediatrics, 
yet no subject has been made more complex. 
During the last ten to fifteen years, little by little, 
facts have been brought to light, old ideas have 
been shattered, new ones readily accepted or 
looked upon with doubt; much controversy has 
existed and various schools of feeding established, 
such as the Boston School, Caloric Methods, 
Finklestein Methods, Von Pirquet Methods, per- 
centage feeding, aciditied milk feedings, and 
many more, each contributing valuable facts and 
essential knowledge. Much yet remains to be 
learned, but from the tireless efforts of nutritional 
research workers we are able to formulate proven 
practical and simple methods, knowing that we 
have the fundamentals of a well-balanced diet 
and one which will produce the maximum of 
growth and development of the children under 
our care. 

The problem of feeding resolves itself into 
three important factors: (1) the essential foods ; 
(2) the child; (3) the parents. Each of these is 
a link in the chain, and if one is weak, the chain 
is impaired in proportion. 

To fulfill all the demands of nutrition and 
growth, the essential foods must consist of defi- 
nite proportion of fat, sugar and protein, must 
contain sufficient calories for basal metabolism, 
growth, muscular activity and loss in excreta, 
must have an abundant supply of the important 
vitamins, and contain a sufficient amount of min- 
eral salts. 

The proportions of fat, sugar and protein as 
estimated by Holt and Fales are considered ade- 
quate for most children. They found that chil- 
dren on an ordinary American diet took 35% of 
their calories in the form of fat, 50% as sugar, 
and 15% as protein. These are felt to be the 
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*Read before the 56th Annual Meeting of the Florida 
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optimum proportions and approximate closely 
those of breast milk which is 50% fat, 40% car- 
bohydrate and 10% protein. 

The caloric needs of infants have been fairly 
definitely established as follows: The new-born 
baby requires 28 calories per pound body weight. 
The needs rise rapidly so that in the second and 
third weeks, 45 calories per pound are required ; 
at two months, 55 calories and from then to the 
first year, decrease gradually to 45 calories. From 
the first to second year, there is a gradual decrease 
to 40 calories per pound. Exceptions to this rule 
are fat babies, active babies, and malnourished 
babies, the later requiring more calories, the first 
less calories. 

Much difference of opinion exists as to the 
caloric needs of older children and numerous 
statistical tables have been prepared. Holt and 
Fales seem to strike a happy medium and their 
statistics taken from well-nourished American 
children are: 


Boys 
SE Sp tintatcevenssvewes 1500 calories 
EE 50-064 60s dbeneeanee 2000 calories 
Ps cea bcdwrigncanes 2600 calories 
POE Ci cebedetds scares 4000 calories 
GIRLS 
PME Sack dvcedaeekeeawadn 1400 calories 
EE ose eckcncdccvedeeeee 1800 calories 
PE ED bc cs ch cere seccsens 2900 calories 
PIG in ccevedeisctsedeey 3300 calories 


Foods containing the proper proportion of fat, 
sugar and protein and of sufficient caloric value 
are not complete foods and require the addition 
of the accessory food factors or vitamines ; other- 
wise, serious disturbances of nutrition develop. 
The vitamines known at the present time are : 

The fat soluble A vitamin—found most abund- 
antly in cod liver oil, butter fat, egg yolk fat, liver, 
leafy vegetables and yellow pigmented vegetables. 
It is absent in vegetables which do not contain 
yellow pigments. It is relatively stable under 
conditions generally maintained in the cooking of 
foods. 

A deficiency in the vitamin A causes a serious 
eye condition known as xerophthalmia and a 
xeratinization of the epithelium of the nasal pas- 
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sages, larnyx, trachea, and bronchi. The salivary 
glands are affected, as also, the renal pelvis, 
seminal vesicles, epididymis and prostate. 

Water soluble B is found in meat, eggs and 
milk, in the seeds of plants, such as beans and 
peas, in the unmilled cereal grains and in many 
vegetables and fruits. Lack of this vitamin re- 
sults in the wet and dry form of beri-beri and 
Goldberger and his associates believe pellagra is 
due to a deficiency of a component of the fraction 
designated as vitamin B. 

Vitamin C or the anti-scorbutic is present in 
large amounts in many vegetables, citrus fruits 
and to a certain extent in milk and meat. It is 
almost entirely destroyed at temperatures ordi- 
narily used in cooking. This is not, so much due 
to heat, as oxidation. Canned foods cooked in 
vacuum and subjected to a high degree of heat 
for a short time lose very little of this vitamin, 
hence the substitution of strained canned tomato 
juice when orange juice is not available. 

Vitamin D or the antirachitic is found in cod 
liver oil. It is most essential in order to maintain 
a proper balance of calcium and phosphorous in 
the blood, an imbalance resulting in the typical 
bone lesions of rickets. It is interesting to note 
that young rats may be kept on a ricket produc- 
ing diet, without developing the disease, if ex- 
posed to sunlight or ultra violet lamp. Also 
irradiation of the food mixture prevents the de- 
velopment of rickets, due to the activating of a 
sterol. The view now prevails that a sterol of 
yeast or fungi especially from ergot called ergos- 
terol is the principle which is activated by light 
and is much more anti-rachitic than cod liver oil. 

A vitamin E is now recognized and is found 
abundantly in the lipoid extracts of cereal grains 
and various leafy vegetables. It has to do with 
fertility and its deficiency causes sterility in the 
male and female. 

Just as important, therefore, and perhaps more 
so than the fat, sugar and protein and caloric 
value of foods are the accessory food factors, for 
without these, the results are inferiority in physi- 
cal development, instability of the nervous sys- 
tem, lack of endurance and recuperative power 
and consequent cumulative fatigue. Resistance 
is low to infections. such as tuberculosis and 
other types where specific immunity is hard to 
develop by the body. 

The mineral salts and vitamines are fortunately 
abundant in the average rational diet of Ameri- 


can children and therefore should cause us little 
worry. 

So few mothers are able to breast feed their 
offspring nowadays that a very lucrative field for 
synthetic breast milk has been created. Their 
name is legion and it is almost impossible to keep 
oneself familiar with the various brands, each 
purported to produce healthy robust babies. The 
idea is a good one, and the step is one in advance, 
just as the larger pharmaceutical firms have taken 
over the dispensing of standard prescriptions. 
The fact to bear in mind is that no one food will 
serve all feeding cases. They are valuable as 
complemental feedings and particularly if the 
milk of the community is of doubtful quality. 
Experience has proven that the majority of feed- 
ing cases do well on them if they are intelligently 
selected and intelligently fed. 


A very useful division of the feeding schedule ’ 


in a child’s life as used by the writer is: 

(1) The commencing of orange juice and cod 
liver oil at two months in addition to the breast 
milk or milk formula. 

(2) The addition of cereal, preferably cream 
of wheat and zwieback at six months. 

(3) The beginning of a mixed diet at nine 
months with the addition of whole grain cereals, 
the yolk of a hard boiled egg, a soup consisting of 
cereal, beef juice and finely mashed vegetables. 
Breadstuffs. 

(4) At one year a three meal diet is instituted. 
Whole milk, one quart is given; coddled egg two 
or three times a week; finely minced or scraped 
beef ; vegetables mashed through a sieve ; stewed 
fruits, tapioca, rice or sago puddings. 

(5) At eighteen months, a greater variety of 
meats including those of glandular organs as 
liver, kidney, sweetbreads, heart and brains and 
fresh fish. Eggs may be given oftener; custard 
and jello added to desserts ; scraped fruit as apple. 
pear, peach and grape pulp. 

(6) At two years, orange juice before break- 
fast; prepared cereals, such as shredded wheat, 
puffed wheat and rice, etc., substituted occasion- 
ally for cooked cereals; meats finely cut instead 
of minced or scraped ; vegetables, finely mashed 
with fork; ice cream and sponge cake two or 
three times a week ; cream cheese, honey, peanut 
butter and ripe banana. 

Whole milk from first year on contains plenty 
of fat for growing the child, more is liable to 
upset him. The diet from two years on gradually 
approaches that of adult life. The heavy meal 
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of the day should be at midday. The same care 
in preparation and quality of food should con- 
tinue through childhood, and milk should always 
hold an important place in the diet. 

To sum up: 

It has been definitely proven that a diet con- 
sisting of the following articles will produce the 
optimum of growth development and a spirit of 
wellbeing : 

(1) The dairy products such as milk, butter 
and cheese ; (2) whole grained cereals ; (3) green 
leafy vegetables and fruits; (4) meats of glan- 
dular origin such as liver, kidney, sweetbreads, 
heart and brains, not too much muscle meats as 
steaks, roasts and chops. Added to these all chil- 
dren need cod liver oil and orange juice. 


The Child. 

All physical defects, such as diseased tonsils 
and adenoids, carious teeth, defective vision and 
phimosis should be removed. A complete physical 
examination will reveal these or other organic 
defects, which must be recognized and coped 
with. There are certain definite types of infants 
and children which if recognized can be fed ac- 
cordingly. A few of the outstanding types are: 

(1) The hypertonic child which responds to 
atropine. 

(2) The child with pylorospasm which re- 
sponds to atropine and thick feedings. 

(3) The child with chronic intestinal indiges- 
tion or coeliac disease. How fat and sugar and 
high protein do best in this type. 

(4) The child with chronic constipation: a 
diet fairly high in carbohydrates, low in fats and 
protein and pushing of fruits and coarser vege- 
tables, and cereals help. In this condition the 
parents are apt to be more the problem than the 
child. 

(5) The child which cannot take cow’s milk. 
(If free from physical or organic defects, with 
proper home control to insure good food and 
health habits, with prevention of over-fatigue, 
with proper and sufficient food at regular times, 
with plenty of fresh air and sunshine the child 
is bound to respond in normal growth and de- 


velopment. ) 


The Parents. 

Now comes the rub and the grief, the weak link 
in the chain and the cause of 50% of our cases 
of malnutrition, and unsuccessful feeding cases. 


Perhaps we as teachers have fallen down on our 
job and have devoted too much of our thought 
to the scientific end and too little to the instruc- 
tion of parents in home control and home hygiene 
of the child. The process of raising children 
has gone on for such a time that the parents take 
it for granted that the providing of three meals 
a day is all that is required of them, and devote 
their time and thoughts to more interesting voca- 
tions. Fortunately, for children in the wealthier 
classes, nurses specially trained in the care of 
children are employed. The middle classes, if 
able to, probably employ nursemaids of an illit- 
erate type who know little of the fundamentals 
of feeding, and care less, and in the poorer classes 
it is a process of the survival of the fittest. 

So few mothers seem to exercise average intel- 
ligence in the rearing of their offspring, that it is 
a pleasure, indeed, to find a well-ordered home 
nowadays, where each of the child’s whims and 
fancies are not the first consideration, and where 
the young hopefuls do not reign supreme. 

Until two years, as a rule, the infant has been 
carefully fed and all details watched. He is now 
at the runabout stage, asking for and getting into 
things himself. Perhaps another child has come 
into the family and demands the care that was 
previously given number one. It is here that a 
stand must be taken by the parents, as this is the 
time when the child will assert his likes or dis- 
likes, which, if catered -to, are bound to spell dis- 
aster and result in malnutrition, feeding upsets 
and failure to progress. 

He should not eat at the table with the adults 
until he is at least five or six years old. His food 
should be specially prepared and served from his 
own dishes, at his own table. If he refuses this 
or that of his diet, let all be taken away until the 
next meal. His feeding, play and rest hours 
should be very definite. Definite diets outlined 
by his physician for his age should be strictly ad- 
hered to and nothing given between meals except 
water or fresh fruits. This is one of the gravest 
errors on the part of the parents and one of the 
commonest causes of loss of appetite. 

He should never be coaxed or bribed to eat, as 
that is particularly what he desires. He is then 
the star performer, in the spotlight and the centre 
of attraction of the household. Children will re- 
fuse food purposely, simply to attain this end. 
His meals should be well and tastefully prepared, 
placed before him and no comments made. The 
attitude of the parent should be that the child zwill 
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take his food well. Too much is generally made 
of the feeding period by the over-anxious mother, 
or nursemaid, with the result that the child recog- 
nizes this and due to the negativism which is in- 
herent in each child’s mind he simply refuses to 
eat his food. This is also true of his sleep, play 
and other incidents of his daily routine. Much 
more can be accomplished if this attitude of the 
child is understood by the parents. 


DISCUSSION 


Dr. Douglas D. Martin, Tampa: 

There are so many factors that enter into the 
successful feeding of infants, that to intelligently 
discuss Dr. Sinclair’s paper the time allotted will 
not permit me the scope that his subject is en- 
titled to. 

Having outlined to your own satisfaction the 
necessary foods, in your opinion, the patient 
should have, I consider the paramount issue is 
the mother and home surroundings. 

I do not care how careful you are, how pains- 
takingly you go into details, unless you have the 
proper home environment and intelligent coop- 
eration, you are not going to be successful in 
feeding children. 

You may feed one baby in a palace, another in 
the slums; if the palace baby has the improper 
home environment and the baby of the slums the 
proper home environment, you will succeed in 
the slums and fail in the palace. 

Intelligent and faithful cooperation between 
mother and the pediatrician is the ground work 
for success. 


Dr. J. D. Love, Jacksonville: 

As you will note from Dr. Sinclair’s paper, 
infant feeding is far from being a simple thing. 
And you will agree with me when I state that I 
am yet to be convinced that there is such a thing 
as “simplified infant feeding,’ despite many 
claims to the contrary. When every baby can be 
fed on a given formula, whether it is a lactic acid 
milk preparation or some proprietary food in can 
or bottle, then infant feeding will cease to be an 
art; but it will remain an art just so long as the 
individual baby’s requirements are to be consid- 
ered, as well as the individual baby’s peculiarities 
and capacity for digestion. The so-called simpli- 
fied methods now in vogue have much to com- 
mend themselves, but are also open to some just 
criticism. It has certainly rendered the feeding 


of infants much safer and simpler for the general 
practitioner, but at the same time has lessened, in 
all probability, the urge for improvement in in- 
fant feeding. 

I heartily endorse Dr. Sinclair’s statements. 
I cannot help wondering, though, if we are 
not committing an error which time alone 
will demonstrate. We are told that most of the 
proprietary foods contain all of the essentials of 
a perfect food, except possibly vitamins “‘C” and 
“D”, which are partly destroyed by heat and pres- 
ervation, and that these can be supplied readily 
by the addition of cod liver oil and orange juice 
to the diet. This may be true, and so far as I 
know it is, but it seems to me that a note of 
warning at the present time is in order. And 
when I hesitate to unreservedly approve of the 
indiscriminate feeding to all infants of dried and 
proprietary foods, evaporated milk, etc., I ac- 
knowledge that I am indulging in what Mariott 
has termed “an uncritical prejudice.” Who of 
us can state with any degree of assurance that 
there are not other vitamins than the five now 
commonly recognized, that may be destroyed by 
heat and preservation, and which are also essen- 
tial to growth and development. I wonder how 
far, in our effort to simplify infant feeding, we 
are departing from Nature’s laws. And I won- 
der if, in our zeal to further simplify infant feed- 
ing, we are not imposing a penalty on the coming 


generation. 


Dr. Wim. McKibben, Miami: 

The thing that I am particularly interested in 
here is the case of the malnourished child coming 
down from the north. We have a large number 
of them here in Florida, in the winter time. They 
have been kept in the furnace-heated rooms of 
the north. In almost every case the history is 
the same: he has not been gaining weight for 
some months, has been running an afternoon tem- 
perature, and he will not eat the proper quality or 
quantity of food. Here in Florida our help is 
sought. The physicians north send these cases 
down with instructions that we shall gradually 
get them out of doors the maximum amount each 
day, exposed to the direct rays of the sun, in as 
small amount of clothes as possible. Second, 
check up on the number of calories of food. And 
third, give the maximum amount of rest. These 
little children come into the office, and T have clas- 


The first thing 


sified them as “fatigue cases.” 
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they do is turn on the faucet, then they try to get 
into the instrument case, and then they will turn 
the waste paper basket upside down. They are 
constantly going at sixty horse-power. The 
mother is almost exhausted from continually 
don’t-ing the child. And he does not hear her 


don'ts, but continues with this same exhaustive 


pace. 

Our procedure is to temporarily separate the 
tired mother from the child. Send him to the 
beach where in a sun-suit he is subjected to the 
ultraviolet-rays of natural sunlight, gradually in- 
creasing the exposure. He is carefully checked 
up as to health habits, the quality and quantity 
of food, and his daily routine is outlined to in- 
clude the proper amount of rest. 

If these children show any evidence of possible 
tuberculosis with a temperature of 99% or 100, 
and a history of exposure or of not gaining 
weight, they are subjected to the usual careful 
physical examination including Von Pirquet and 
X-ray, and their weight watched from week to 
week. The important thing, as I see it, is to give 
them a great deal of rest; we can do that by this 
method. For 24 hours check up on his daily 
routine. The difficulty is in getting the young 
mother of this type of child to follow up that 
routine. Therefore, we try to separate the mother 
from the child. Get a high school nurse of 
rather intelligent type who will sit at a distance 
and read a book and not pay particular attention 
to the child. The little fellow is allowed to sit 
with shovel and pail, and thoroughly relax—sub- 
jective exercise. The result is, in a week or two 
the little fellow who has not been gaining weight 
for a couple of months will then be gaining and 
later goes home well pigmented with a very high 
degree of resistance against any infection. 


Dr. Wm. E. Sinclair, Orlando (closing) : 
I very much want to thank the Doctors who 
discussed this paper. 





ANOREXIA IN CHILDREN* 
CounciLt C. Rupoipn, M.D., 
St. Petersburg. 

The question of appetite, or rather the loss of 
appetite, with children is one of comparatively 
recent origin. Very few of the writings of the 
nineteenth century contain any reference to a 


*Read before the 56th Annual Meeting of the Florida 
Medical Association, St. Augustine, April 2, 3, 1929. 


problem which is one of the most serious and 
aggravating that the pediatrist of today has to 
confront. No doubt the advances of the last 
thirty years in hygiene, preventive medicine 
and infant feeding have been partially responsible 
for the advent of this disorder into the mass of 
other infirmities peculiar to the child. Instead of 
the perfectly natural voraciousness of the young 
human animal, we have in many cases the child 
who has developed a food complex due purely 
to the attitude of his environment. In other 
words, parents instead of allowing the child to 
grow up have become so obsessed with the neces- 
sity of giving him so many calories of such and 
such a food and insisting that it be swallowed that 
they have completely changed the child’s normal 
psychology toward his food. 

Apparently the condition may be divided into 
three classes according to etiology: 

1. Anorexia due to acute or chronic patholog- 
ical processes. This class has always been recog- 
nized and appreciated and may be summed up in 
a very few words. The child that is sick will not 
eat. Unfortunately the converse is not true. | 
say this advisedly for had we a sick child each 
time we would at least have something tangible 
on which to work. The majority are usually 
brought into our offices with the simple statement 
that “Johnnie will not eat” and after detailed 
examination with all technical aids we are many 
times no nearer the solution of the diagnosis than 
is the distracted mother. 

Among the chronic diseases responsible for 
anorexia we have, of course, the old favorites 
tuberculosis, nephritis, heart disease, chronic 
upper respiratory tract infections and pyelitis. 
Any of these or any combination may prove, in 
its elimination, the solution of the case in hand. 

The acute diseases are important only in view 
of the average mother’s reaction. We all know 
that the child with fever shows first of all a dis- 
inclination for all food and a desire for water. 
We also know that if left alone this same child 
ordinarily regains its appetite as well as its loss 
of weight as soon as the acute illness has been 
overcome. But this purely temporary loss of 
appetite hassmany times been the spark that has 
instigated many months of concern because the 
child has persisted in his refusal of adequate 
amounts of food. The answer is in the mother’s 
inability to leave the child to his own resources, 
with the development of the “won't eat” complex. 

2. Anorexia due to what we may call unwise 
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feeding is the second classification. This com- 
prises in the main causes that react to prevent 
the institution at regular intervals of the normal 
hunger phenomena. 

This normal hunger phenomenon has been 
deeply investigated by Carlson and others and 
their conclusions have been that hunger is a 
physiological sensation due apparently to the con- 
tractions of the empty stomach. These contrac- 
tions may be inhibited by various factors, food 
in the stomach, smoking, sight of food, fever and 
certain pathological processes. This brings us to 
at least a partial explanation of the evil attending 
feeding between meals. How often we see the 
child who nibbles at breakfast, gets slightly hun- 
gry at 10:30 when he is given a cracker, an orange 
and a piece of candy or cookie and who then 
nibbles at lunch, eats his sweets at 3 p. m. and 
then increases his mother’s agony by a refusal of 
all but the most tempting part of his supper. Un- 
fortunately, in a majority of the cases no amount 
of insistence or argument on the part of the 
physician will prevent the so-called nervous 
mother from deviating from this course of fre- 
quent feeding after she has once entertained the 
idea that her child is wasting away and must be 
stuffed with food, especially if the school nurse 
has mailed her a card with the information that 
her child is 2% underweight. Incidentally this 
is a good opportunity to deplore the current tend- 
ency to making patients, in the sense of forced 
feedings and medicinal preparations, of perfectly 
well children because they happen to deviate a 
pound or two from the generally accepted age 
and height standards. There are many children 
today in perfectly good health of the tall lean 
habitus who eat the normal amount of food and 
who yet fail by a good margin to attain these 
more or less arbitrary standards. Continued 
effort to enhance the weight of the child not in- 
frequently results in the self-conscious, introspec- 
tive, neurotic tvpe of individual. In arriving at 
an accurate conclusion as to the necessity of 
weight increase, the general family tvpe and the 
child’s own mode of existence should be taken 
into consideration. 

Fats have been found to leave the stomach 
much more slowly than any other form of foods; 
hence, the proscribing of foods high in fats or 
fried foods and the fallacy of high fat feeding 
in order to eliminate that 2% underweight so reli- 
giously brought to the attention of the mother. 
True, the weight may be attained especially if the 


210 THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 


child is put to bed and compelled to stuff down 
what is put before him, but in the terms of the 
laity, as to its “sticking to his ribs” after he has 
resumed his normal activities, or as to the cor- 
rection of the fundamental defect, I have my 
doubts. 

Another type of the unwisely fed child is the 
pale, flabby type of individual that, thanks to the 
advocacy of milk as the ideal food for all chil- 
dren, has made his diet almost extensively of that 
article. I think that most of us agree that 1% 
pints of milk daily are sufficient for the average 
child over 18 months of age and that milk alone 
is an adequate diet only for the child from birth 
to the fifth or sixth month. The child of three 
years who drinks a quart or three pints of milk 
daily will ordinarily forsake other parts of his 
diet essential for growth. This type of child 
ordinarily will benefit a great deal by a reduction 
in amount or in some cases elimination of milk 
entirely for a period of days until an inclination 
is shown for other foods. 

Unwise feeding takes its importance not so 
much on the question of appetite as on the pri- 
mary principle of hunger. The two, however, 
are so interrelated that it is impossible to ade- 
quately separate them. We do know, however, 
that appetite is dependent to a large extent on 
hunger. A child may have an appetite for certain 
enticing foods without the aid of hunger, but in 
order to engender an appetite for all or at least 
the majority of his foods he must be allowed the 
normal stimulus of hunger. And this is, in many 
cases, the solution of the appetite problem. Ald- 
rich, in his excellent monograph “Cultivating the 
Child’s Appetite,” first of all finds the child’s 
normal consumption of food at each meal and 
regardless of how little it may be, deliberately 
cuts that amount in half and allows him only that 
amount of food until he begins to beg for more 
at which time the food is gradually increased, 
keeping always just a little behind complete sati- 
ation. 

The third and by far the most frequent causal 
agency responsible for inadequate appetite is a 
psychological one. In this day of incomplete 
classification of psychological phenomena with 
all the rantings of psychoanalysis, behaviourism, 
Freudism and various other complexities, the 
natural tendency is to smile wisely when the sub- 
ject is brought up. However, the basis of psy- 
chological anorexia is a real one. And mimicry, 
negativism and the craving for attention, to say 
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the least, are influencing factors not only in appe- 
tite deviations but in all the voluntary reactions. 

Negativism is the instinct on the part of the 
child to do what he is told not to do and not to do 
the things he is told to do. In other words, the 
child is instinctively obstinate. Of course, this 
trait is overdeveloped in some and underdevol- 
oped in others. We occasionally see the perfectly 
docile child; the little “Lord Fauntleroy” type, 
who without question does what he is told to do, 
and is the acme of perfection in the eyes of all 
but his playmates just as we see the thorough 
recalcitrant to whom the suggestion that he must 
eat immediately brings forth a firmly determined 
statement on his part that he will not. Of the 
two types, the latter is certainly the most prefer- 
able. This type, as a rule, is fairly easily recog- 
nized, for the failure to eat is merely one detail 
in a story of many other disciplinary failures. 
The mother will usually state that she is unable 
to get the child to do anything without an argu- 
ment. If told that he must not torment his sister 
by tearing her dolls, then tearing her dolls is the 
one thing he must do to the exclusion of all oth- 
ers. Punishment, pleadings and bribes, if any- 
thing, merely increase his desire to continue the 
unpleasantness. So with eating. Not until some- 
thing else has replaced his negativistic interest or 
until all efforts to make him eat have been aban- 
doned does he show any active interest in the 
process. 

The craving for attention is as equally a potent 
instinct on the part of the growing child. And 
with this type, it is not until he finds that failure 
to eat brings to him this glorious attention as well 
as practically everything else that he craves that 
the beginning failure asserts itself. As has been 
pointed out by Aldrich, the history with these 
children frequently dates from the time of some 
transient acute illness. The mother will many 
times state that Johnnie ate everything that was 
placed before him until six months ago when he 
was sick in bed a week with a severe cold and that 
She is 
sure that there was some serious organic sequela 
This of course 
is possible, but on detailed questioning we usually 


his appetite has never been right since. 
that has never been determined. 


find that the story is something like this: during 
the illness Johnnie naturally wanted very little 
food, this with the increased burning up of his 
Own tissues has resulted in loss of weight. The 
mother’s reaction is one of fear. Johnnie pre- 
viously had been two pounds overweight. He 
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has now lost four pounds and is two pounds 
Therefore, stuff him with food 


underweight. 
until he is back to his original weight. The child, 
not yet feeling the urge for food, refuses all 
advances and soon begins to realize that this re- 
fusal of food brings out certain reactions on the 
part of the family that are highly gratifying. 
First of all, he has suddenly become a very prom- 
inent member. He is able to create a very de- 
lightful scene at each meal time. Later he learns 
that by continued refusal he will be allowed to 
play with Daddy’s watch if he will take one more 
bite or if he will eat his spinach he can have an ice 
cream cone this afternoon. Soon he realizes that 
he can practically secure his every want if he 
refuses strenuously enough or that he can dictate 
his own diet, especially if he acquires the feat of 
vomiting, as they occasionally do. From this 
point the case usually progresses to the point 
where threats, bribes, pleadings, and punishment 
are all unsuccessful and the physician is finally 
consulted. 


If ail parents could be taught that the ingestion 
of food is a natural instinctive event and that it 
is only when its more or less involuntary nature 
is changed to a decidedly voluntary one that 
trouble begins, we would see far less of these 
cases. 

Mimicry, another instinct of childhood, plays 
its part either for good or evil, depending entirely 
on the environment in which he is brought up 
and its favorable consequences are used in the 
treatment of a great many of these cases of psy- 
chological anorexia. The history often brings 
out a story of disturbed domestic relationship. 
The meal time which should be the happy meeting 
place of the different family members has become 
a disagreeable battle ground where old differences 
are paraded forth and new ones are brought up, 
and is as hurriedly terminated as possible. Is it 
any wonder that with these cases what should be 
the most anticipated parts of the day have become 
the most obnoxious? The child soon falls into 
the routine of the household and in his formative 
period begins to mimic the other members with 
the consequent development of a hurried inade- 
quate appetite as well as the far more serious 
neuroticisms of disobedience, prevarication, tem- 
per tantrums and unnumbered others. 

In addition, we have several other minor types. 
For instance, the child who is too busy or has too 
many outside interests to devote much time or 
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attention to his meals. Another type occurring 
with infants is the child who is nursed entirely 
on the breast until he has reached the weaning 
age and who on attempting this refuses milk from 
the bottle, spoon or cup. And forceful attempts 
to make him take it usually result in stimulating 
either his negativism or his craving for attention. 
For this reason it is the custom with most pedi- 
atrists to prescribe one supplemental bottle feed- 
ing before the second month and to feed his cod 
liver oil and orange juice from a spoon in order 
to accustom him to this implement also. 

The treatment of these anorexias of childhood 
is, of course, more or less dependent on the cause 
and this is by far the hardest part of the problem. 
With the acute and chronic disease etiologies, the 
disease itself must be cleared up before any re- 
turn to normal appetite can be expected. Inci- 
dentally, I have never been able to get any results 
with tonics of any kind except during immediate 
convalescence from disease and then I am not 
sure but that if left alone the recovery would have 
been just as rapid. Certain iron and arsenic prep- 
arations are of value in bringing the appetite back 
to normal where there has been a secondary 
anemia following illness if the disease focus itself 
has been eliminated. In the vast majority of 
cases of this type, however, if the disease itself 
can be eliminated there is no need of treatment 
directed at the appetite other than the advice to 
the parents to leave them alone and not to attempt 
the forcing of food. 

With the unwisely fed child the importance is 
naturally in the correction of the technique or 
the types of food. The child who is not allowed 
to become naturally hungry is put on a regime 
that will eventually assure it. This usually con- 
sists of a three-meal-a-day schedule with the 
elimination of everything with the exception of 
water between feedings and as mentioned before, 
a reduction in the amount that he is accustomed 
to taking. When the child begins to beg for more 
food the battle is three-fourths won. Later, after 
the normal hunger and appetite has been estab- 
lished, I see no reason for iron-clad rules against 
an occasional cookie, candy or ice cream between 
meals, provided it gives no indication of impair- 
ment of the regular meals. With the milk-fed 
child, it is probably best to eliminate milk entirely 
until its memory as the essential of his diet has 
departed. 

The negativistic child is probably the hardest 
problem of them all. Psychologists will probably 


say to divert their interests into other channels. 
This is not so easy to do in any case, and espe- 
cially so in the cases of long standing where the 
negativism embraces every form of infraction. 
Changing the environment will probably produce 
the best results in controlling the situation. Some- 
times merely having the child visit with relatives 
who are forewarned not to insist on the child eat- 
ing will make for a marked improvement. Prob- 
ably the most successful measure is placing the 
child in some institution such as kindergarten, 
day nursery or hospital ward where he is allowed 
to associate with other children of his own age 
who look forward to their meal time, this, of 
course, in an effort to stimulate the mimicry trait 
in the absence of any attempt to make him eat. 
Our custom in the hospital of my interneship was 
to take advanced negativistic anorexia cases and 
place them in the surgical wards for a week’s 
period. The results were usually just short of 
miraculous. Of course, in placing a child in such 
a situation we are taking a chance of his contract- 
ing one or more of the usual infections floating 
about a hospital, but the results usually are well 
worth the danger. 

Another method of combating the appetite 
problem with negativistics, though without influ- 
encing the fundamental psycho pathology, is in 
taking the opposite side of the argument. In 
other words, instead of begging him to eat, com- 
plain about his eating too much. Tell him that 
he can have only so much spinach. Or that the 
spinach is for sister and he can have none of it. 
This method of course does not cure his nega- 
tivism but it may give him an appetite. The real 
cure of negativism, I believe, is only in the child’s 
association with other children and the ultimate 
realization of the give and take principles neces- 
sary for existence. 

With the child whose anorexia is obviously a 
craving for attention, the correction lies in the 
assumption of an indifference as to whether he 
eats or not and the refusal on the part of the 
parents to pleadings, bribes, threats, and punish- 
ment. This again is much easier to tell the mother 
than it is for her to carry out, but she should be 
made to realize that the therapy is as much or 
more directed toward her than toward the child. 
In fact, nearly all of these psychological anorexias 
require a firmness on the part of parents who have 
allowed the condition to progress on account of 
their lack of firmness and if the thorough cooper- 
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ation of the parents, both of them, can not be 
obtained or unless the child can be placed tem- 
porarily where adequate supervision will be en- 
forced the case will usually go the way of all 
chronics—the cults and the quacks with their 
cure-alls—and finally back to complete resigna- 
tion on the part of the parents which after all 
may in itself tend to correct the condition. The 
child, too busy to eat, should be fed by himself 
and by one person only. He should be allowed 
no toys or playthings or other forms of enter- 
tainment that would possibly divert his attention 
from his food. 

Each case demands thorough study both as to 
diagnosis and therapy, and the prognosis is de- 
pendent primarily on the ability to secure cooper- 
ation on the part of the parent and secondarily on 
the length of time the condition has prevailed. 

If you have gained the idea that all of these 
cases are open-and-shut or that success immedi- 
ately follows treatment, the wrong idea has been 
conveyed. A good many of them have been al- 
lowed to follow the error of their ways for so 
long and so many parents are constitutionally in- 
capable of controlling their fears for the health 
of their children that many of them can be ranked 
with the rest of the incurables. 


DISCUSSION 


Dr. George I.. Cook, Tampa: 


For some months following my location in 
Tampa, I served The Children’s Home in the 
capacity of visiting pediatrician. 

The Children’s Home is a most complete insti- 
tution and one that is truly a credit to the com- 
munity. Three things impressed me: First, the 
general good health of more than 100 children. 
Second, the rugged appearance of the vast major- 
ity. Third, their complete obedience. 

During my service there I spent many hours 
within the Home—not always professionally. It 
was interesting just to see such efficiency and co- 
operation with minimum help. 

Not a single time did I see a child or know of 
achild that received physical punishment, nor did 
I note any occasion when a child was abused with 
words. They were spoken to with a voice sympa- 
thetic in nature but positive in tone. On one oc- 
casion, my associate, Dr. D. D. Martin, and I 
vaccinated 75 of the children, of all ages, in a 
very short period of time. I say without fear of 
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contradiction on the part of those present, that 
not a single child was held while being vaccinated. 
An outstanding exemplification of obedience 
through proper training. 

Gentlemen, picture these 100 children about 
their festive board, some so small they could 
scarcely stand alone, unassisted in their task, tak- 
ing their food, drinking their milk—‘“good to the 
last drop.” Does it seem possible to have 100 
children of all types together and not a single 
case of anorexia? 

It was Jacobi, a wise counsilor and father of 
pediatrics who wrote the following: 

“What a child eats is of but little consequence 
compared with what he digests, nor are its sub- 
jective sensations the proper guide for the selec- 
tion of food or the time of feeding.” He further 
taught: “It is not always true that where there is 
no appetite there is no digestion nor are the pangs 
of hunger or the temptations of cravings safe 
councilors.” 

A very prominent family in Tampa adopted 
one of the little boys from The Children’s Home, 
a manly little fellow, three years of age and my 
pet of the klan. He was carried away from the 
Home one afternoon and brought to my office for 
a final check. He greeted me as a friend. I ex- 
amined him from head to foot; he obeyed my 
every command. Two months later this same 
little boy, because of a minor injury to his foot, 
was again returned to my office. He had to be 
dragged from the reception room and it required 
his adopted mother, my nurse and myself to hold 
him on the table. Gentlemen! draw your own 
conclusion. 

I would advocate very strongly the establish- 
ment of some such institution, governed by some 
such laws that regulate The Children’s Home. 
where Dr. Rudolph’s anorexia patients, and yours 
and mine would be required to be entered until 
they are trained to obey. 

Training the child of today to obey would be 
the greatest stride in preventive medicine up to 
the present time and probably equal any future 
constructive work. 

Dr. Rudolph, I congratulate you, the subject 
so handled has the earmarks as from a master’s 


pen. 


Dr. Mary Freeman, Perrine: 

The general practitioner has a good many dis- 
advantages over the specialist, but also a few ad- 
vantages. When this nervous mother brings her 
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child in with no appetite and tells it “don’t” on 
everything and the child pays no attention, in ex- 
amining the child, I also take in the mother and 
occasionally ask about her health. I usually find 
that she is constipated and has no appetite and a 
whole lot of other little troubles. And when I 
remedy her condition she is in better shape to 
take care of her child. I grant that all we have 
heard brought out about lack of training and the 
suggestions for supplying that training is good, 
but if we let the home go to pieces we are in a 
bad shape, and if we can somehow manage to 
take in that mother and put her on a basis where 
she can take care of her children, clean out that 
alimentary canal and be more normal—we have 
done a blessing for humanity. 


Dr. G. S. Osincup, Orlando: 

There are two points I would like to bring out: 
one is milk. I have found so many children that 
cannot take milk, and who improve 100% in 
thirty days when milk is taken away entirely, that 
I have come to the conclusion that milk is entirely 
over-stressed by the laity and by the medical pro- 
fession. I believe you will get better results in 
a great many children who are suffering from 
chronic indigestion and malnutrition if milk is 
taken away from them. 

Another point: The question of weight charts 
in common use in public schools. There are a 
number of reports from the schools going home 
to the parents saying that the child is 5, 10, or 
even 15 pounds underweight. The effect of this 
knowledge on the child is not beneficial. The 
mother gets excited and assumes that the child is 
suffering from acute malnutrition and the first 
thing they do is try to stuff all manner of food 
down that child. These weight charts are not 
accurate, for there is no consideration whatever 
taken of that child’s heredity. It is ridiculous to 
assume that because a child is short and skinny 
or perhaps tall and skinny, that that child is mal- 
nourished. It is probable that his parents are also 
tall and thin and that the child is always going to 
be just that type. 

I know of one case in particular. The child’s 
father is about 5’4” and the mother about 4’8”. 
The infant at one year weighed only 14 lbs. and 
at two years, approximately 24 Ibs. Now, he is 
going through life underweight from 25 to 30 Ibs. 
But every month a report from school shows him 
to be 30% underweight and acutely malnourished. 
These parents fortunately understand the situa- 


tion. But the child, on the other hand, is being 
penalized in school by not being given his gold 
star for weight. The psychological effect on that 
child, I believe, is anything but good. We must 
take into consideration the heredity of the child 
in assuming that he is malnourished just because 
he is a certain type and 5 or 10 Ibs. underweight 
according to a chart on the side of the wall. 


Dr. Councill C. Rudolph, St. Petersburg (clos- 


ing): 
Thank you. 





APHORISMS AND COMMON ERRORS 
IN THE EXAMINATIONS OF 
BABIES AND CHILDREN* 
Wiiu1amM McKissen, M.D., 

Miami. 
INTRODUCTION. 

Pediatrics is a proven specialty, limited, not by 
diseases or organs, but by age only. Patience, a 
love for children, and a sincere humanitarianism 
make for the greatest usefulness. Time and 
great care are necessary for detailed history, 
study of environment, keen observations and 
physical examination. 

Occasionally, as the little patient’s only cham- 
pion, the physician must fight ignorance, neglect 
and crime, illustrated by the case on Olive Street, 
St. Louis, where the stepmother secreted a 
beetle under a half English walnut shell ; the shell 
was fastened to the boy’s skin, the beetle clawed 
or gnawed, and the boy in turn whined and 
moaned piteously. Result, sympathy elicited 
from the passing throng, a continuous stream of 
silver into the tin cup, and a fast-swelling bank 
account. A keen and well-trained eye, at first 
suspicious, soon demanded an examination and 
a showdown. 

The pediatrician must have an intimate knowl- 
edge of dietetics, particularly as to food require- 
ments, and the physiology and bacteriology of 
the digestive tract of the infant and child. He 
previously should have had about fifteen years’ 
experience in general medicine. He should be 
well versed in infectious diseases, and diseases of 
the nose, throat, ear, lungs, heart, skin and nerv- 
ous system. He should know the normal growth 
and physiological development, before attempt- 
ing to combat the pathological. 





*Read before the Dade County Medical Society, Octo- 
ber 4, 1929. 
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He should be an interested student of child- 
psychology, especially as applied to the nervous 
or spoiled child, and its mother. He should be 
keen to correct any physical defect, but should 
remember that his work is far from finished 
until he has checked up on the child’s health 
He should inquire 
into susceptibilities, such as rheumatism, tonsil- 


habits and food habits, too. 


and into immuni- 
Nutritive 


disorders and infections may run along together ; 


litis, chorea and endocarditis ; 
ties, such as measles and chicken-pox. 


in fact, several diseases may be coexistent. The 
order of the history is not essential so long as 
he gets all the data. He should constantly bear 
in mind that the infant is susceptible to diseases 
of the digestive tract—the child to contagious 
diseases; that a physician’s thoroughness can 
well be judged by whether he takes the baby’s 
temperature in the axilla and groin, or in the 
rectum; also whether or not he carries both a 
mouth and rectal thermometer, whether he 
them after using, and whether he 
carries along a slender bottle or tube of alcohol 


washes 


to disinfect them. 

Diseases Overlooked. Of all the diseases of 
childhood, those most commonly overlooked are: 
acute and subacute otitis media, acute pyelitis, 
empyema following pneumonia in the infant, 
diphtheria, rickets, scurvy, tuberculosis and-cere- 
bro-spinal meningitis, infantile paralysis, endo- 
carditis, intussusception, intestinal obstruction 
and pylorospasm or pyloric stenosis. 

Laboratory vs. Examination. ‘There is appar- 
ent in the coming generation of young physicians 
a growing tendency to become more and more de- 
pendent on our pathological laboratories, and less 
and less dependent on a detailed history and care- 
ful physical examination. As often happens, there 
is no admitting physician to get the history from 
the parent on entrance of the little patient ; conse- 
quently, it may be two or three days before the 
interne sees the mother, and thus much valuable 
time is lost. Or, the young physician may have 
implicit confidence in the laboratory findings, and 
yet, mistakes in laboratories are not altogether 
uncommon. Isn’t it a fact that the majority of 
cases in the homes of the patients are well diag- 
nosed without the assistance of laboratory tech- 
nic; this is particularly true in country practice. 
As in other walks in life, in the medical profes- 
sion there is a premium on brains and on the 
physician who most efficiently develops his five 


senses. 
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This tendency to stress the laboratory repre- 
sents the other extreme from the days some of 
us can well remember, when the genial old family 
doctor-type made his ward visit, beamed with 
kindly eye on the patients, hid behind a bush of 
heavy beard reaching to his waist line, stood at 
the foot of the bed, making his diagnosis at a 
distance, from the history and symptoms, or, at 
the most, came forward to feel of the pulse, gaze 
searchingly at the tongue or everted eye-lid. At 
the end of this cursory examination, he was apt 
to command in a deep-chested voice “do your 
tests,” possibly not being familiar with what 
these tests were. And yet his ability to prognos- 
ticate was, at times, weird. He had not been 
trained recently to look for the rare or unusual, 
so that he had perspective such as the young man 
of limited experience has not, as yet, developed. 

Approach. The personality and approach of 
the physician means so much to his little patients. 
There are three types of children with which we 
have to deal. Experience will help much to class- 
ify them quickly. 

Types. 
had to work out his own salvation in an environ- 
ment of cuffs and kicks, or, more likely, the 
spoiled child who dominates the entire family 


First there is the vicious type who has 


with an iron hand, is catered to in every way, 
and is apt to be regarded as a nervous child who 
won't eat, and enjoys the reputation thereof. To 
handle this type the quickest way, like giving 
ether to a baby, is the least cruel way. They are 
forcibly, and determinedly but kindly held, the 
culture is taken, or the throat examined or what- 
not. 

The second type is the truly nervous, scared, 
delicate or sensitive child. The approach must 
be gradual, allowing the patient himself or her- 
self to make some of the advances; get some 
common point or ground of interest, and when 
once confidence is established the examination is 
easy. Sometimes it is well not to look the patient, 
particularly if a baby, directly in the eye, but 
make the inspection most impersonal ; the father 
or mother may submit to an examination first, 
the stethoscope is a telephone, etc. 

The third type is the truly wonderful little fel- 
low who will endeavor in every way to cooperate 
with you, even to turning himself inside out to 
let you see his throat, and gags till the tears come, 
to better enable you to inspect his inwards. This 
type you can treat like a regular human being. 
In fact none should be treated like animals or 
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specimens, but as you would your own children, 
winning confidence, so that their manner and 
your manner do not suggest fear. But leave 
disagreeable procedures to the last, such as throat 
and ear examinations, and cultures. 

Strip. Completely undress for a thorough 
examination, but, in certain cases complete exam- 
ination may be unnecessary. Always give your- 
self the best chance, however, and this is done by 
stripping the patient. Looking back, most of us 
will recall that our mistakes were due, not to 
ignorance, but to carelessness or laziness. I re- 
member a call one Sunday afternoon to a house 
full of drunken Lithuanians ; the small dark bed- 
room was reeking with followers of Bacchus; I 
diagnosed typhoid without examining the child’s 
back before sending him to the hospital. It was 
my chagrin to see the grin on the faces in the 
ward the next morning, when an easily detectable 
lobar-pneumonia was pointed out. 

Estimate the general nutritive condition and 
development, at first, without weighing. The 
nutrition is shown by size, fatty deposits, mus- 
cular development, condition of bones and pos- 
ture. 

Tables. The tables of weights and measures 
are all right, but the people who use them are not. 
Tables simply represent average figures, but not 
necessarily the normal. All races, sizes, condi- 
tions, sick and well, are represented. A Boston 
terrier is just as normal as a Newfoundland dog, 
but its size is not the same. The family doctor 
has the advantage of knowing the size of grand- 
parents and parents. The important relation is 
not weight and height to age, but that between 
weight and height; weight should be near the 
average for the given height. Deduct two pounds 
for girls’ clothes, as the tables were compiled 
when they wore them. Measure different parts 
of the body for present record and future refer- 
ence. 

Color. Observe the color of the skin and 
mucous membranes particularly for jaundice and 
cyanosis, but remember that the color of the lips 
and nails is the essential thing. If you want to 
please the parents and learn little, use the Tall- 
quist hemoglobin scale. Iron as a routine tonic 
is not so logical as iron for a low hemoglobin. 
The important point is that it be a soluble form 
of iron, rather than it be organic or inorganic. 
You may not be one of those who feed all your 
babies liver, but some do. It is of undoubted 


value in pernicious and some forms of secondary 
anemia, but useless in all other forms. 
Teething. 


infectious disease, acute fever an acute infection 


Fever indicates the presence of an 


or inflammation—not teething. A diagnosis of 
difficult dentition usually turns out to be some- 
thing else, and is a confession of weakness in 
observation. Nor be too ready to diagnose ma- 
laria in a non-malarial region, without blood find- 
ings. Search for some nidus of pathological 
organisms, especially the throat, ear and urine, 
remembering that infections of the respiratory 
tract and alimentary canal account for four-fifths 
of all of the diseases of children. Don’t diagnose 
syphilis because babies and children have poor 
teeth. Remember that there is nothing charac- 
teristic of lues about the deciduous or milk teeth. 
Even in the permanent teeth, notched, pegged, or 
chisel-shaped are not pathognomonic, but a mal- 
formation that may be due to other causes than 
luetic. The evidence is only cumulative. 

Head. ‘The large square head of irregular 
shape in rickets is due to overgrowth of bone in 
the centers of ossification of the skull bones. The 
large, round, symmetrical head of the hydro- 
cephalic is caused by the bones being forced out 
by intracranial pressure. But bear in mind that 
some children have large, and some small heads. 
Steal a furtive glance at the parents’ heads. 
Above all, don’t diagnose hydrocephalus or 
idiocy in a child because it has a head like its 
parents. 

Throat. 
ing the throat. With the child lying in bed, the 
mother or nurse can hold the wrists with one 
hand, and the flash light with the other; or the 
mouth can be made to face the window. How- 


As to the proper method of examin- 


ever, I prefer to have the mother or nurse place 
the child’s legs between her thighs, locking her 
legs over his ankles, placing the child’s wrist 
opposite and parallel to each other and grasping 
them firmly with her right hand, and with the 
child’s back to her chest, she cups its head back 
into the hollow of her shoulder with her left 
hand. It may take a little time to teach the 
mother or nurse to coordinate all three parts at 
the same time, but when once she learns this 
method, she never forgets. It makes examina- 
tion and swabbing of the throat a simple matter, 
and obviates the necessity of pinning the little 
patient in blanket or sheet. The same method is 
useful in examining or incising an ear drum of 
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cervical gland. To obtain a good view of the 
tonsils, it is quite essential that the mouth be well 
opened, and the posterior third of the tongue 
pressed down far enough to make the child gag. 

Tonsils, Adenoids. Don’t forget that the small 
buried tonsil may be a much greater trouble- 
maker than the big well-draining one, and that 
it is quite normal to have large tonsils from 5 to 
7 years. Get history of tonsillitis, cervical ade- 
Don’t 
trouble the tonsils and adenoids unless they 
trouble the child with obstruction, infection, or 
The history of trouble is the 


nitis, arthritis, endocarditis, and chorea. 


chronic catarrh. 
essential thing. But remember that adenoids 
can cause much distress, such as otitis media and 
colds, without obstruction and facial deformity. 
The digital method with the right forefinger is 
the best way to palpate the naso-pharnyx for 
adenoids. After a few examinations, one’s eyes 
are in the end of the finger. The jaws should be 
held apart in babies and young children, with the 
index and middle finger of the left hand pressing 
in on the cheek, and don’t let up while the palpat- 
ing finger is in the mouth. Do not lie by telling 
the child it will not hurt and thus engender mis- 
trust, but tell him it will be at least uncomfort- 
able, but quickly over with. 

Ear. Don’t forget that about 80% of all cases 
of otitis media in infants and young children do 
not have pain or ear-ache. If there is tempera- 
ture, or they are sick without symptoms, be sure 
to take a good look at the ear-drum. This is easy 
with the electric auriscope, but it shows up the 
drum redder than with the head-mirror. It may 
be necessary to swab or wash out a little cerumen 
first. The auditory canal runs inward and down- 
ward, the membrana tympani being almost hori- 
zontal. On introducing the speculum, instead of 
drawing upward and backward, draw forward 
and downward. Sometimes we think we are 
looking at the drum, but are looking at the pos- 
terior wall, and I can remember the time when I 
tried to open the latter; it probably did no harm, 
but is not good practice. 

Mastoid. Don’t wait too long to diagnose and 
to operate on your mastoids even before tender- 
ness, redness and swelling appear. I have found 
it a golden rule that any little patient with fever 
and a discharging ear for about two weeks, has 
mastoiditis; in such cases see if the posterior 
wall of the canal is bulging. 

Chest. The chest of the infant and young 
child is more rounded, the lower opening wider, 


and the sternum higher than that of the older 
child or adult ; like an adult with chronic emphy- 
sema. Pigeon breast usually means rachitis, but 
Dr. John 


Morse of Harvard in a recent paper, which I 


funnel chest is apt to be congenital. 


have quoted much, says that the rosary has be- 
come very important in Boston of late years. 
If you look for it you will find it in 90% of all 
babies. In Boston, if the physicians find it, they 
give cod liver oil; if they do not find it, they 
give cod liver oil just the same on the chance that 
they missed it, or so that they will not be able to 
find it later on. As a matter of fact a rosary 
does mean rickets, but a little rosary does not 
mean much; it is more essential that there be 
something else to go with it. 

Pneumonia. It is often difficult to find phys- 
ical signs of pneumonia in a child, and yet the 
picture and the symptoms may be typical. I 
have found diminished or muffled breathing to 
be the greatest help in diagnosing early pneu- 
monia, even before I can hear fine pleuritic rales. 
Another most valuable early sign is in observing, 
with direct light, more motion on one side than 
on the other; one side lags. I believe that it is 
now generally known that the old diagnosis of 
“central pneumonia” no longer holds, but that 
the X-ray has shown that the consolidation begins 
at the periphera and as soon as the apex of the 
triangular shaped area reaches a bronchus, then, 
and not till then, do we get bronchial breathing 
transmitted through to the ear. Do not mistake 
the fremitus in bronchitis, with moist rales, for 
the friction rub in pleurisy. At L’Hopital des 
Enfants Malades, Rue de Sevres, Paris, Profes- 
sor Marfan had us place a small square of cloth 
on the child’s chest to train the unaided ear; 
however, the stethoscope is more convenient for 
inaccessible parts, such as the axilla, the supra- 
clavicular space and the neck. The character- 
istics of respiration in children is more toward 
bronchial, and the relation between inspiration 
and expiration is not the same. The normal 
puerile respiration does not mean consolidation 
of the lungs. If you hear the same sound over 
the whole lungs, or both sides, and front and 
back, rest assured it is not bronchial, else the 
child would be dead. Compare the normal puerile 
respiration with the bronchial note of the larynx 
and trachea. Early in pneumonia, watch for a 
small area no bigger than the bell of the steth- 
oscope, high in axilla or at apex. 
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Voice vs. Breath Sounds. ‘Transmitted voice 
sounds are equally as important, and may show 
earlier than bronchial breathing. If you can't 
get the child to speak, make him cry by pressing 
down hard with one side of your scope; the 
mother would detect you if vou pinched him or 
pulled his hair. 

Percussion. Most everyone percusses babies 
and children too hard. With one finger the plex- 
imeter and the other the percussion hammer, 
don’t whack them, but tap so lightly you even 
have to get your ear down to hear it. If you 
tap hard, the sounds come from too wide an 
area, so that localized changes cannot be recog- 
nized. Symmetry and immobility are important 
in auscultation and percussion; one arm up and 
one down leads to error. So have the child even, 
as the chest wall is so compressible that the note 
is modified on the side. 

Resistance. There is a difference of degree 
in the sense of resistance over the normal, the 
solid, and the lung covered by fluid. Over fluid 
it is like tapping over the thigh or liver. Val- 
uable in differentiating between fluid in pleura 
and solid lung, since intensity of respiration is 
of little help, because if the lung is solid and the 
bronchus gets plugged, then respiratory sound 
is much diminished. On account of the thinness 
of the fluid layer, bronchial breathing and voice 
sound may be transmitted through a chest full 
of fluid. So, to differentiate fluid from solid 
lung before aspiration, note any displacement of 
organs, such as the heart, any dullness in 
Traube’s space, and a sense of resistance with 
which few are familiar. 

Abdomen. Palpate the abdomen carefully in 
every gastroenteric trouble, and in every acute 
fever, for localized tenderness and pain. Do not 
be deceived by child’s false location of pain. In 
appendicitis, he may refer the pain to his chest, 
and in pleuro-pneumonia, to his abdomen. Mus- 
cular resistance should be uniform. Most val- 
uable sign in an acute appendix is muscular rig- 
idity in lower right quadrant, as the right belly 
of the rectus stands out board-like to protect the 
sensitive parts below; but do not be fooled in 
early appendicitis if pain is at first above umbili- 
cus, or in upper right quadrant, as the appendix 
is apt to be high and freely movable in a young 
child. The same may be said about the shifting 
from right to left of the tumor in intussusception. 

Responsibility. Remember that things happen 
fast in the child’s abdomen; there is not much 


time for doubt or procrastination; be a faithful 
watch-dog ; be alert and share responsibility with 
a reliable surgeon early; but, if possible, collect 
your history, facts and laboratory tests first, to 
give your consultant the best possible chance to 
arrive at an early and correct diagnosis and de- 
cision as to treatment ; often a matter of life and 
death, and snap diagnoses are to be discouraged. 
At the best it is not always an easy matter, for 
acute pain in a child’s abdomen may be due to 
the colic of acute indigestion, to pleuro-pneu- 
monia, sore throat, acute otitis media, appen- 
dicitis, worms, enteritis, balanitis, Henoch’s 
purpura, obstruction and intussusception. Noth- 
ing should be felt in the normal abdomen except 
occasionally the edge of the liver. Always be on 
the lookout for an overdistended bladder. Do 
not mistake for bronchial rales, the gurgling 
sounds of the intestine. Breath sound may some- 
times be heard with the stethoscope over the ab- 
domen, especially in peritonitis. 

Distention. A distended abdomen may be a 
serious complication of diseases of the lung or 
pleura, but if not due to the usual overfeeding or 
indiscretion, if habitual, think of nutritive dis- 
orders such as rickets, marasmus, etc., and if 
persistent, consider idiopathic dilatation of the 
colon. Percuss flanks for ascitic fluid of tuber- 
culous peritonitis, tumor, cirrhosis of liver, or 
Do not mistake large spleen in malaria, typhoid, 
splenic anemia, leukemia, and splenomegaly for 
abdominal sarcoma, tuberculosis of the mesen- 


general anasarca from heart or kidney disease. 


teric lymph nodes or hyper-nephroma. 
EXPERT TESTIMONY—ITS EVILS* 
L,. M. Anperson, M.D., 
Lake City. 
Fellow Surgeons of the Florida Railway Asso- 
ciation: 

We are aware of the fact that evil has always 
and will always continue to exist in this one line 
of our profession, so long as man continues his 
struggle for existence. 

It may be improved upon and partially allevi- 
ated to a minor evil, if we, as medical men, secure 
the aid of a majority of other outstanding pro- 
fessional men, whom we know to be honest, and 
are upholding the best. We know, too, that the 
higher type of man in any profession is to be 





*Read before the Tenth Annual Meeting of the Florida 
Railway Surgeons’ Assn., St. Augustine, April 1, 1929. 
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trusted, and no promise of gain will tempt him. 
Ofttimes, though, a designing lawyer, with his 
battery of questions, can get you all wrong, when 
the intentions are to be absolutely straight in your 
testimony, but if a man is crooked, no law can 
make him otherwise. 

In suits for personal damage, you know the 
array of so-called expert witnesses are ever pres- 
ent to testify. Often, too, there is an honest 
difference of opinion between physicians as well 
as lawyers. The improper manner in which a 
case is handled, receives much criticism, espe- 
cially that of expert testimony, when the lawyers 
do not agree. The American Medical Associa- 
tion and many State Associations have tried to 
better this condition, and much has been written 
and said leading to a definite move. The most 
outstanding suggestion up to the present seems 
to be for the court to appoint these witnesses, but 
in my opinion this would be a wrong move. You 
cannot legislate honestly into physicians, besides, 
it would be an infringement upon our rights as 
citizens. 

As I look at it, the wisest thing for us to do is 
to keep this before our profession, individually 
and collectively. Talk about and think about it 
until we are ready to take some action that will 
get results. It would be well for the young med- 
ical student were he taught now regarding the 
evils of this phase of his professional career, to 
be sure he was right, to let not prejudice nor gain 
swerve him from the truth. Teach him concern- 
ing the intrigues and tricks of the expert lawyer 
in examinations. 

It might be a wise and workable plan in start- 
ing a reform—a chair in medical colleges on ex- 
pert testimony, with lectures by a learned lawyer 
of the highest repute. This is merely a sugges- 
tion—it might seem a far-fetched plan, but it 
means something to start men thinking, when 
reform is so badly needed. 





This is now one of the darkest spots in our 
profession. I know of no other evil that leaves 
us in such status before the laymen. There will 
always be a suspicion of physicians among cer- 
tain classes of people, because among a number 
of them there exists a distrust, caused by the 
charlatan, who it seems is always “abroad in the 
land.” With all our modern educational advan- 
tages, there are many who still have their tinge 
of superstition, and persist in “planting their 
seed in the moon.” 


LEWIS: CINCHOPHEN POISONING WITH CASE OF UNILATERAL DEAFNESS 
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While we can claim the highest type of civili- 
zation that has ever existed in the history of man, 
we are still digging into the past and acquiring 
knowledge of great value. Not many years since 
we lightly criticised the Chinese practitioner in 
his seeming abuse and use of strange remedies ; 
and, at the present day, we find use for many 
glands of the body as a remedy for different ail- 
ments, while twenty-five years ago the very idea 
would have met with derision. It would be 
superfluous for me to speak of the great advances 
made in the past quarter of a century. 

Why could not this Association of Railway 
Surgeons go forward in this special work? After 
all ’tis nothing more than traumatic surgery, 
which consists in trying to repair the damage to 
parts injured—hoping by this means to restore 
them to normal health and usefulness. 

As a last suggestion, I would say a conference 
of lawyers, physicians and judges might be a 
starting point for this reform. 





CINCHOPHEN POISONING WITH CASE 
OF UNILATERAL DEAFNESS* 
P. M. Lewis, M.D., 
Orlando. 

Cinchophen and neocinchophen have been ex- 
tensively advertised as superior to the salicylates 
in the treatment of rheumatism. Of these neo- 
cinchophen has become especially prominent in 
recent literature. Its freedom from toxicity in 
ordinary doses has been stressed. 

Cinchophen and its close derivative, neocincho- 
phen have been lauded as nontoxic drugs ; how- 
ever, it has been proved that they are not alto- 
gether nontoxic. Many notes of warning have 
been sounded against their indiscriminate use, 
and a study of the literature with reported cases 
demonstrates that they may and do produce 
serious symptoms in some cases. Cinchophen 
was introduced into this country under the pro- 
prietary name of atophan. Its derivative neo- 
cinchophen was introduced as novatophan. Cin- 
chophen is phenylcinchoninic acid. Neocincho- 
phen is the ethyl ester of paramenthylphenylcin- 
choninic acid. These substances are very differ- 
ent from salicylic acid. 

The toxic effect of cinchophen was called at- 
tention to by Schroeder, who reported nine cases 
of severe by-effects from the drug, and eight 
other cases reported to him by other physicians. 





*Read before the Orange County Medical Society, 
June 19, 1929. 
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In his experience the drug induces irritation of 
the digestive tract as well as constitutional symp- 
toms of generalized itching, eruption and edema 
of the skin, fever, headache, etc. Hanzlik and 
Scott found that both cinchophen and neocincho- 
phen show injurious effects on the kidneys, as 
evidenced by albumen, casts white blood cells in 
the urine. They also found that symptoms of 
salicylism, such as nausea, vomiting, dizziness 
and tinnitus, also accompany the use of these 
drugs. Boots and Miller report that seventy-five 
of the cases treated with neocinchophen showed 
toxic effects of some sort. Jokl reported thirty- 
nine cases of polyarthritis treated with neocin- 
chophen without any by-effects. Klinkert has 
reported three cases of severe jaundice following 
the use of cinchophen and where other etiological 
factors were ruled out. Brugsch and Horsters 
demonstrated that cinchophen has a specific irri- 
tating effect upon the liver parenchyma, stronger 
even than the bile-salts, and capable of causing 
disease of the liver. With the exception of one 
case all of the many cases reported of cinchophen 
poisoning were due to long continued use of the 
drug. 

With reference to the special sense organs we 
learn from Sajous, who considers the effects 
similar to cinchonism, that there may be disturb- 
ances of the auditory apparatus manifested as 
roaring or ringing in the ears, not infrequently 
with a slight degree of deafness. Dizziness and 
unsteady gait, due to vestibulor involvement, and 
diminished visual power, due to the effect on the 
retina, may accompany the ear disturbances, 
which may itself proceed to complete deafness. 
In the milder cases of ophthalmic involvement, 
disturbances of color vision and contraction of 
the visual field are the chief features. However, 
complete amaurosis, lasting days or weeks, may 
supervene. Pronounced narrowing of the retinal 
vessels with pallor of the optic disk accompany 
these disturbances. Degeneration of the retinal 
ganglion-cells and optic atrophy have been known 
to occur. The precise cause of these special 
sense disturbances are still in doubt. It has been 
regarded as due primarily to extreme changes 
in the vascular caliber, with or without hemor- 
rhages, or more probably due to direct action on 
the nervous structures concerned. 

CASE REPORT. 

Mrs. C. M. B., white, house-wife, age about 
forty, consulted me April 15, 1929, relative to 
sudden loss of hearing in the left ear. 


Family history unimportant. 

Past history of long-standing impaired hear- 
ing in the right ear due to frequent middle ear 
abscesses in early life, but never any disturbance 
with left ear which was regarded as perfect by 
the patient. 

Present history dates from about April first, 
last, when patient suddenly lost the hearing in 
left ear without any apparent provocation, in that 
the ear was free from any other trouble, e. g., 
abscesses, pain, tinnitus, etc. Patient consulted 
a physician, not an otologist, who attempted to 
inflate the middle ear and great pain was experi- 
enced on the part of the patient at the time. No 
further treatment was obtained before I saw 
patient a few days later. 

Examination revealed that the nose and naso- 
pharynx were free from any disturbing influ- 
ences on the ears. Otoscopic view of drums 
showed both to contain a perforation in the lower 
posterior portion with middle ear dry. The right 
drum perforation was the larger and, no doubt, 
of many years’ standing, for the margins were 
white and scarred. The perforation in the left 
ear was comparatively recent in that it was more 
linear with margins red and a few points of dry 
blood thereon. It is not improbable that this 
perforation was produced at the time ear was 
inflated, producing the pain experienced by the 
patient. Both eustachian tubes were open but 
not normally so. Functional hearing tests gave 
the following: (See Chart A). Right ear, Cz 
tuning fork, had a shortened air conduction of 
seventy seconds and a lengthened Schwabach of 
thirty seconds, which gave a high degree negative 
Rinné of sixty seconds. For the left ear the air 
conduction did not register the tuning fork vibra- 
tions at all while there was a shortened Schwa- 
bach of thirty seconds with a negative Rinné of 
forty seconds. The Webber test was distinctly 
lateralized to the right side. The left ear proved 
to be positively dead according to the Stenger 
test with the Al forks. 

No fistula symptoms. 

No spontaneous labyrinthine nystagmus and 
the after turning nystagmus showed the vestibu- 
lar apparatus on each side to be quite normal, nor 
was there ever any history of any disturbed sense 
and motor functions of the intricate and complex 
performance of the organs of equilibration. 
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With these findings we are able to make a diag- 
nosis of obstructive deafness in the right ear and 
perceptive deafness in the left. 

From the case history and the pathological 
findings, I was unable to account for the percep- 
tive left ear deafness. Patient was questioned 
closely as to recent acute illness and found that 
only a few weeks before the deafness, she had 
some rheumatic disturbances and was taking 
medicine under the direction of her physician. I 
obtained a copy of the prescription and found 
that she had been taking neocinchophen, average 
dose. The use of the drug was discontinued and 
on May 17, thirty-two days after first examina- 
tion, there was a slight return of hearing in the 
left ear, vibrations from the tuning fork being 
slightly perceptible in front of the ear. I have 
not seen the patient since that time. 

In the light of present facts I believe we are 
justified in making a diagnosis of unilateral per- 
ceptive deafness, complete—whether permanent 
or not—produced by the toxic effects of neocin- 
chophen. 


Chart A. 
R L 
a b b a 
Poe ~—— WEBBER a 
se L.30 SCHWABACH S.30" 
—— —60" RINNE' —40" 
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21” AFTER TURNING NYST. 21” ‘ 
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SOME PRACTICAL SUGGESTIONS RE- 
LATING TO URINARY FINDINGS 
IN EARLY LIFE* 


Jas. D. Love, M.D., 
Jacksonville. 


In this paper is discussed briefly the practical 
bearing of certain urinary findings insofar as 
they pertain to diagnosis, progress and treatment 
of three common disorders of infancy and child- 
hood: pyuria, orthostatic albuminuria and the 
ammoniacal diaper. 

In recent years, owing to faulty interpretation 
of laboratory findings and insufficient investiga- 
tion, pyuria, in the estimation of some of us, has 
too often become synonymous with pyelitis. From 
fairly extensive observation of pyuria, as it oc- 
curs in early life, it occurs to us that a few sug- 
gestions relating to urinary findings in this con- 
dition are not untimely. 

Since uncomplicated pyelitis is usually attended 
with the passing of highly acid urine, we hesitate 
to denominate pyuria as pyelitis if the urine in an 
untreated case is alkaline. Most cases of pyelitis 
are caused by the colon bacillus which is only 
found in acid urine and usually as a pure culture. 
Many exceptions to this exist. In a shaken speci- 
men of urine, the finding of clumped white cells 
is striking evidence of pyelitis, especially if found 
in an acid urine. In uncomplicated pyelitis, uri- 
nalysis will usually show a marked diminution of 
white cells so soon as the urine has been rendered 
alkaline, and if this does not obtain then some 
other cause for the pyuria should be suspected, 
such as urethritis, cystitis, tuberculous kidney 
or some congenital or acquired anomaly or de- 
formity of the urinary tract. To determine in 
these cases the etiological factor of pyuria, the 
services of one versed in cystoscopy is usually 
demanded. An uncatheterized specimen of urine 
from either male or female is not acceptable un- 
less a visual examination of the external parts 
has been made in order to make sure that the 
urine is not contaminated by urethral, vaginal or 
subprepucial discharge. No measure yet devised 
is satisfactory for collecting urine from the fe- 
male except catheterization. This may be done 





*Read before the Duval County Medical Society, Jack- 
sonville, May 7, 1929. 
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with ease and perfect safety in female infants 
and older children, though is attended with diffi- 
culty in the male infant and should rarely be 
resorted to. It is needless to remark that a speci- 
men of urine collected on a pad of absorbent 
cotton is valueless for microscopic examination. 
While all the foregoing suggestions relating to 
urinary findings in pyuria are of some value it 
is our opinion that the one of paramount impor- 
tance we offer for your consideration is that in 
the conditions under discussion a fresh or shaken 
specimen of urine be used for microscopic exam- 
ination rather than one that has been centrifuged. 
I would stress the point that not only for diag- 
nosis but for ascertaining the progress of a case 
of either pyuria or hematuria a shaken specimen 
should be used. No less an authority than Still, 
who for years has been recognized as probably 
the most outstanding pediatrician in Great Brit- 
ain, makes this statement: 

“Here I would emphasize the advantage of 
examining the shaken-up urine rather than urine 
that has been allowed to stand or has been cen- 
trifugalized. The examination of a deposit gives 
no idea whatever of the relative amount of pus 
which is present ; the deposit obtained by standing 
or centrifugalization from a urine which would 
show eight cells to the field in the fresh or shaken 
specimen does not differ from one which would 
show thirty cells, so that a valuable standard of 
comparison is lost. This principle applies not 
only to pyelitis but also to other urinary condi- 
tions, such as nephritis and hematuria. The cen- 
trifuge is often rather a hindrance than a help. 
We want to know not only that there are casts 
or blood-cells, but how many.” 

Helmholz, of the Mayo Clinic, who probably 
has done more work in connection with pyuria as 
seen in early life than any living authority, states 
that, “in normal urine of boys, obtained without 
special precautions, there are not more than two 
to three white cells to the low power field while 
in girls there are not more than from six to 
eight,” and further adds that “a cell count of 
centrifuged urine is of little value in the diag- 
nosis of pyelo-cystitis.” 

A condition frequently mistaken for nephritis 
and treated as such, often to the detriment of 
the patient, is orthostatic or postural albuminuria. 
Dependent usually on faulty posture, feeble mus- 
culature and malnutrition, it has no relationship 
to true nephritis. [ordosis and protruding abdo- 
men are conspicuous features. While albuminu- 


ria may be marked the symptoms accompanying 
it are due to the underlying cause and not to a 
renal disturbance. The early morning specimen 
is usually free from albumin, but specimens se- 
cured after the upright or sitting posture has 
been assumed may show albumin to a marked 
degree. While various casts are occasionally 
found they have no pathological significance. A 
point of diagnostic value is that the urine may be 
rendered albumin free by the administration of 
the salts of soda or potash to maintain an alkaline 
reaction. The treatment consists in remedying 
the muscular defects and a generous and unre- 
stricted diet. In most cases the assistance of 
one skilled in physical culture is invaluable. 

A brief consideration of the ammoniacal 
diaper is, I trust, justified since much misappre- 
hension exists as to both etiology and treatment. 
In this condition the baby’s diaper, soon after 
being wet with urine, emits a distinctly ammoni- 
acal odor and is accompanied by excoriation about 
the napkin area, often with resultant infection 
and not infrequently by the occurrence of the 
distressing condition of prepucial ulcer. 

The etiology has been erroneously assigned to 
various dietetic errors and much useless medica- 
tion and food modification employed for its cor- 
rection. The causative factor is a micro-organ- 
ism discovered by Cooke of St. Louis and termed 
the bacillus ammoniagenes. It is found only in 
alkaline stools, usually produced by a diet high 
in protein and low in fat and carbohydrates. The 
skin about the napkin area becomes contaminated 
with this bacillus in spite of frequent bathing. 
The urine when first passed is in every way nor- 
mal but shortly develops the characteristic odor 
and properties due to the fact that the urea of 
the urine is split by the bacillus ammoniagenes 
and free ammonia liberated. 

The baby’s napkins, after being washed and 
dried in the usual way, should be soaked in a 
solution of bichloride of mercury in the strength 
of 1-5000, again dried and employed as any other 
napkin. Urine deposited on this napkin becomes 
a solution of mercury sufficiently potent to not 
only prevent further splitting of urea but to de- 
stroy the causative bacillus. Coincident with the 
employment of this measure, alkaline stools 
should be changed to acid by the addition of 
carbohydrates or fats to the baby’s dietary. For 
the treatment of this annoying condition we find 
these two simple measures one hundred per cent 
efficient. 
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PAPERS FOR NEXT ANNUAL MEETING 

Assuming that all members of the Florida 
Medical Association are interested in seeing a 
representative scientific program presented at 
the Pensacola meeting in May, 1930, the Scien- 
tific Committee requests that any member who 
might desire to read a paper at the meeting fur- 
nish the committee, P. O. Box 81, Jacksonville, 
with a title and brief synopsis. The committee 
is making this suggestion through the columns 
of the Journal because up to the present time, 
responses to its letter have not been sufficient to 
make possible the arrangement of a well-balanced 
program. There is no reason why the Pensacola 
meeting should not be one of the best the state 
association has ever had, but the success of the 
meeting will depend entirely on an adequately 
arranged scientific program. 

It is understood, of course, that some of the 
papers which may be offered will not be used 
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because of a possible preponderance of either 
surgical or medical subjects. Let it be under- 
stood that it is no reflection on any proposed con- 
tributor to have his paper postponed for some 
later meeting. The whole idea is to encourage 
all members to lend, if possible, aid in making 
the scientific program a representative one with 
no possibility of a feeling of disappointment on 
the part of any volunteer because it may not be 
possible to use his paper. 





COUNTY SOCIETIES 

It is, or soon will be, time to select your leaders 
in the different county medical societies. A good 
president and a good secretary-treasurer, full of 
enthusiasm and vim, will lead your county society 
to the top or to a coveted record. On the other 
hand, it is possible to have a very desirable mem- 
bership, both in quality and numbers, and by 
selecting officers who procrastinate, fail to make 
a showing that will be in keeping with the pos- 
sibilities available. 

In our state association, there are thirty-five 
county medical societies. If, for the ensuing 
year, thirty-five presidents are selected who are 
willing to devote some real time to the work of 
organized medicine and thirty-five capable and 
conscientious secretary-treasurers chosen, organ- 
ized medicine in this state will be felt far and 
wide. Each member is, therefore, urged to be- 
gin thinking now of selections for the important 
offices of president and secretary-treasurer for 
his county medical society. 

Councilors and officers are urgently requested 
to invite all eligible doctors into the county med- 
ical societies of which they should be members. 
There may be some good doctor in your county 
who is not officially affiliated with your county 
medical society. A doctor who is not a member 
of his county society cannot be a member of the 
state association. 

As a result of the law sponsored by our state 
association, requiring the annual registration of 
every doctor, a publication was issued by the 
State Board of Health, showing the names and 
addresses of all doctors registered in 1928. In 
this publication, the names of the doctors were 
shown alphabetically and also by towns. This 
publication may be valuable in checking your 
county medical society roster to locate doctors 
who are not already members and whom you con- 
sider worth while material. 


In addition to taking in available new mem- 
bers, it is very important to see that the regular 
members are not dropped for failure to pay 
annual dues. 1930 dues will be due in a little 
more than a month, so it behooves the new off- 
cers, when taking over their responsibilities, not 
to overlook this important item. 
of paid memberships at the annual meetings of 
the state association has been very gratifying in 
the past as evidenced by the annual reports pub- 


The showing 


lished in the Journals as well as by exhibits. This 
reflects very favorably on those who are respon- 
sible for the affairs of the different county med- 


ical societies. 





WHO SHALL IMMUNIZE? 

The Communicable Disease Bureau of the 
State Board of Health has, for five years, been 
specializing somewhat in immunization as a con- 
trol measure for smallpox, diphtheria and ty- 
phoid. 

Dr. F. A. Brink, director of the Bureau of 
Communicable Diseases, now asks whether the 
time has come to relinquish this work partly or 
entirely to the practicing physicians. 

In 1926 there were reported 2,890 cases of 
smallpox. In 1929, June to September, inclusive, 
no case was reported. A marked decrease in the 
number of cases and deaths from diphtheria in- 
dicates definitely the value of this procedure for 
protecting the individual and as a public health 
measure. 

The advantage of the multiple pressure method 
of vaccinating has been shown. The reaction is 
less and the scar smaller if this method is used. 
There has been surprisingly little complaint about 
the pain and reaction from the Schick test and 
the toxin-antitoxin injections. 

Has the value of immunization been sufficient- 
ly demonstrated? Can the responsibility of pro- 
tecting the children by inoculation now be shifted 
to the shoulders of the public and the medical 
profession? Shall the State Board of Health 
diminish or discontinue this activity—even for a 





vear—and try the expedient of giving more at- 
tention to communicable disease control and gen- 
eral health education, to consultation with local 
health agencies and to promoting physical exam- 
inations and the correction of physical defects— 
the removal of the handicaps of childhood ? 
The State Board of Health is soliciting counsel 
and advice from the members of this association. 
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STATE NEWS ITEMS 
3. Forbes of Tampa recently attended 


_ 


Dr. S. 
the meeting of the American Academy of Oph- 
thalmology and Otolaryngology in Atlantic City. 
Following the meeting Dr. Forbes spent several 
days in Philadelphia and New York. 

.* = 

Dr. C. EK. Dunaway of Miami, treasurer of the 
Dade County Medical Society, was a recent vis- 
itor in Jacksonville. 

* ¢ ¢ 

Dr. F. L.. Fort, orthopedic surgeon of the State 
Board of Health, recently held a clinic for 
crippled children at St. Petersburg. He was as- 
sisted in the work by Dr. T. M. Griffin and Dr. 
W. W. Harden. 

se 6 

Dr. Shaler Richardson of Jacksonville recently 
attended the meeting of the American Academy 
of Ophthalmology and Otolaryngology held at 
Atlantic City, following which he visited clinics 
in Philadelphia and New York. 

x * x 

Dr. H. C. Babcock of Miami recently returned 
from a 15,000-mile automobile trip through the 
western states and into British Columbia. Dr. 
Babcock visited many important hospitals while 
on this trip. 

* ok Ox 

Dr. and Mrs. E. T. 
receiving congratulations on the birth of a son, 
born in Riverside Hospital, October 14th. 

ees 


Sellers, Jacksonville, are 


Dr. J. A. Smith and family have recently re- 
turned to Homestead after a visit in Kansas City. 
* * * 

Dr. S. EK. Chambers and family of Miami have 
recently returned from a visit north. While 
away, Dr. Chambers visited the Mayo clinic at 
Rochester. 

‘eis 

Dr. B. B. Sory of Lake Worth has recently 

returned from a three months’ trip abroad. 
ee «8 

Dr. M. A. Lischkoff of Pensacola has recently 
returned from a several weeks’ stay in New York 
and Philadelphia. He attended the meeting of 
the American Academy of Ophthalmology and 
Otolaryngology, held in Atlantic City. 

* 2 @ 

Dr. H. C. Dozier, president of the Florida 
Medical Association, has been elected to member- 
ship in the American College of Surgeons. 


The Fourteenth Annual Clinical Session of 
the American College of Physicians will be held 
at Minneapolis, Minn., February 10th to 14th, 
1930. 


I SR 
RUFUS B. KIME 
(A RESOLUTION ) 

Dr. Rufus B. Kime passed away at his home 
in Orlando, Fla., the 16th day of August, 1929, 
in his seventy-third year. He was born near 
Knoxville, Tenn., and was graduated from the 
medical department of the University of Mich- 
igan in 1880, years before most of us were born. 

For many years he served Atlantans faithfully 
and by skill, patience and painstaking care built 
up a reputation, which made him a leader of the 
medical profession in Georgia during that time. 
For many years he was chief surgeon to Georgia 
Baptist Hospital. He was an early elected Fellow 
of the American College of Surgeons. He or- 
ganized the Georgia Sociological Society and for 
a number of years was its secretary and later 
president. Because of the poor health of mem- 
bers of his family, he was constrained to move 
to Florida in 1913. 

For four years, he lived in Lakeland, where he 
continued his practice of surgery and among 
other activities founded the Midland Medical 
Society, of which organization he was secretary 
for seven years. After moving to Orlando in 
1918, infirmities caused him to give up active 
work in medicine and surgery, but permitted him 
to renew his interest in laboratory and X-ray 
technique. He remained alive to the advances 
in medical science nearly to the end. 

Feeling that his years of activity in the relief 
of suffering had earned for him the ease with 
which he departed this life, and, feeling that it 
has entitled him to the best the future may hold 
in store for him, or any, or all of us; 

We, the members of the Orange County Med- 
ical Society, regretful that the end of activity 
must come, even to one whose life has been so 
well spent, extend to the members of his family, 
sympathy in their bereavement, and further, we 
will spread upon a vacant page in our minutes 
these words, as a sign of respect to him, our 
departed medical brother. 

W. H. Spiers, M.D., 
G. H. Epwarps, M.D. 
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The following program was recently presented 
at the quarterly meeting of the Leon-Gadsden- 
Liberty- Wakulla- Jefferson Medical Society 
which was held at Chattahoochee : 

“Some of the Commoner Problems Encountered 
in Neurological Practice’”—Ralph Greene, M. 
D., Jacksonville. 

“Spinal Anesthesia”—James Bryant, M.D., Jack- 
sonville. 

“Differential Diagnosis of Gastro-Intestinal Le- 
sion” —E,. B. Milam, M.D., Jacksonville. 
“Chronic Leg Ulcers’—W. G. Miles, M. D., 

Chattahoochee. 

“Interesting Cases Gleaned from a Practice of 
Thirty-seven Years’”—H. E. Palmer, M.D., 
Tallahassee. 

“Nephritis from a Clinical Viewpoint”—F. Clif- 
ton Moor, M.D., Tallahassee. 

* ok Ox 

The Marion County Medical Society met re- 
cently in Eustis with the Central Florida Medical 
Society. 

x * x 

At its annual meeting held in St. Petersburg 
in October, the Pinellas County Medical Society 
elected the following officers: President, Dr. H. 
KE. Winchester, Dunedin; vice-president, Dr. R. 
K. O’Brien, St. Petersburg ; secretary, Dr. O. O. 
Feaster, St. Petersburg; treasurer, Dr. W. G. 
Post, St. Petersburg; censors for three years: 
Drs. R. H. Knowlton, St. Petersburg, and H. O. 
Brown, Clearwater. 

The following scientific papers have recently 
been presented before this society : 

“Abdominal Aneurysm’—Dr. W. W. Harden, 
St. Petersburg. 

“Pericarditis’—Dr. L.. M. Gable, St. Petersburg. 

“Todides in Medicine”—Dr. C. A. Williams, St. 
Petersburg. 

“Salpingitis’—Dr. T. R. Griffin, St. Petersburg. 

“Otitis Media in Children”—Dr. N. W. Gable, 
St. Petersburg. 

“Case Report’—Dr. L. 
burg. 


A. Wylie, St. Peters- 


x ok O® 
The 1929 annual meeting of the Florida Mid- 
land Medical Society was held at Plant City, 
Oct. 23rd, 1929. 
by the president, Dr. N. L. Spengler, Tampa. 
Other officers present were: Dr. H. K. Murphy, 
Mulberry, second vice-president, and Dr. Robt. 
C. Black, Plant City, secretary-treasurer, Dr. H. 
A. Day, first vice-president, being absent. 


Meeting was called to order 


After a business meeting the following scien- 
tific program was presented: 

“The Nervous Child”’—Dr. H. Mason Smith, 
Tampa. 

“Uterine Retro-Displacement: A Technique for 
Replacement’”—Dr. G. H. Edwards, Or- 
lando. 

“Vitamins and Their Relation to the Gastro-In- 
testinal Tract’”—Dr. Burdette Smith, Tampa. 

“Rural Public Health for Rural Needs”—Dr. A. 
C. Hamblin, Tampa. 

“Differential Diagnosis of Abdominal Condi- 
tions”—Dr. Herman Watson, Lakeland. 
“Urinary Calculi”—Dr. James L. Estes, Tampa. 
“Case Report—Congenital Fragilitas Ossium”— 

Dr. T. C. Maguire, Plant City. Dr. Maguire 
presented the little patient of 5 years who has 
sustained 64 fractures. Dr. Maguire also 
presented a urinary dementia case, which pro- 

voked quite a general discussion. 

“Climate in Treatment of Pulmonary Tubercu- 
losis’ —Dr. A. F. Higgins, Tampa. 

“Case Report’’—Renal Calculi”—Dr. J. W. Al- 
sobrook, Plant City. 

All papers were of the very best, very instruc- 
tive and the discussions were unusually good. 

The following officers were elected for the 
ensuing year: 

Dr. Walter A. Weed, president, Lakeland. 

Dr. Cecil Vaughan, Ist vice-president, Tampa. 

Dr. J. W. Alsobrook, 2nd vice-president, Plant 

City. 

Dr. Robt. C. Black, secretary-treasurer, Plant 

City, reelected. 

x ok x 
Dr. Earl C. MacCordy has moved his office to 
Room 202, Snell Arcade Building, St. Peters- 
burg. 
x * x 
The Pasco-Hernando-Citrus County Medical 

Society met with Dr. A. B. Cannon at Dade City, 

September 12th, 7 p. m. Dinner was served at 

the Osceola Hotel, followed by a scientific pro- 

gram presented in the office of Dr. T. F. Jackson. 

Dr. C. W. Pease of Tampa was a guest. The 

following members were present: Drs. G. R. 

Creekmore, L. T. Furlow, and W. S. Hancock, 

Jr.. Brooksville; Dr. T. J. Hudson, Crystal 

River; Dr. T. F. Jackson, Dade City; Drs. Geo. 

A. Dame and J. F. Miller of Inverness; and Drs. 

J. T. Bradshaw and A. B. Cannon of Lacoochee. 
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Dr. and Mrs. Courtland D. Whitaker of the 
Florida State Prison at Raiford, announce the 
arrival of a daughter, Rose Mary, born October 


7th. 


i. 
Dr. J. C. Davis of Quincy recently attended 
the meeting of the American College of Surgeons 
in Chicago where he was made a Fellow. 
x ok Ox 
Dr. Gaston Day of Jacksonville and Miss 
Juanita Lord were married September 16th at 
Kansas City, Kansas. 
eee 
Dr. C. H. Farmer has returned to Lakeland, 
having served as resident physician at the Spar- 
tanburg Baby Hospital at Saluda, N. C., during 
the summer months. He also attended the lec- 
tures of the Southern Pediatric Seminar. 
x ok Ox 
Dr. and Mrs. J. T. Denton of Sanford spent 
the month of September in Washington, D. C. 
.* 6s 
Dr. J. H. Pierpont of Pensacola recently 
returned from New York where he attended 
clinics for several weeks at the New York Poly- 
clinic and Medical Center. 
~~ 
Dr. Richard B. Leith recently moved his office 
to 201 Snell Arcade Building, St. Petersburg. 
* * O* 


Dr. and Mrs. M. A. Nickle and daughter of 
Clearwater, have returned from a motor trip and 
summer vacation at Toronto, Tweed, Montreal 
and other places in Eastern Canada. 

x * x 


Dr. H. A. Peyton, Jacksonville, has returned 
from a visit to the clinics of Baltimore and 
Washington. On his return, Dr. Peyton stopped 
off in North Carolina for a few days’ vacation. 

x * x 

Dr. Ralph Gowdy recently moved his office 
from 509 Olympia Building, Miami, to 925 Lin- 
coln Road, Miami Beach. 

se + 


Dr. and Mrs. H. O. Brown of Clearwater re- 
cently returned from a vacation spent in Chi- 
cago and New York City. Dr. Brown attended 
clinics in Chicago and was present at the meeting 
of the American Roentgen-Ray Society held in 
New York City. 


Dr. J. H. Carter recently moved from Pensa- 
cola to enter the Beaumont Medical and Surgical 
Clinic, Beaumont, Texas, as head of its Eye, 
Ear, Nose and Throat Department. 

* * x 

Dr. E. G. Lindner of Ocala recently returned 
from a trip through the eastern and central states 
where he visited clinics. 

* * * 

The many friends of Dr. Ralph J. Greene, of 
Perry, secretary of the Taylor County Medical 
Society, will regret to learn that he has been very 
ill in the Archbold Memorial Hospital, Thomas- 
ville, Ga., for several weeks. Dr. Greene is now 
convalescing and it is hoped that he will very 
rapidly regain complete health. 

a 

Dr. L. M. Jenkins of Miami announces the 
removal of his office from 1661 W. Flagler St. 
to 712 Huntington Building. 

x * 

Dr. R. E. Repass of Miami Beach recently 
returned from Philadelphia and Atlantic City 
where he attended clinics. Dr. Repass also at- 
tended the meeting of the Otolaryngological As- 
sociation held in Atlantic City. 





A very interesting meeting of the Suwannee 
River Medical Society was held at the Blanche 
Hotel, Lake City, Friday evening, October 11th. 
Twenty-five members and guests surrounded a 
bounteous table and enjoyed a splendid program. 
Dr. Henry C. Dozier, president of the Associa- 
tion, gave a very inspiring and instructive ad- 
dress. Dr. Henry Hanson, the new State Health 
Officer, and Dr. Stewart G. Thompson were 
among the guests who were called on for brief 
talks. Dr. L. J. Arnold, the genial president, 
acted as toastmaster, calling on the different 
members with very appropriate remarks about 
their character or work. Dr. L. M. Anderson, 
after being incapacitated for many weeks, was 
back in his place adding to the interest of the 
meeting by his buoyant personality. Dr. Geo. 
O. Davis of Madison was not able to attend the 
meeting as a result of an accidental fall which 
occurred two weeks previously. Dr. Davis’ ab- 
sence was lamented as he has always been very 
regular in his attendance. 

* * * 

Dr. C. F. Fleming of Bradenton has recently 

removed to Elkhart, Indiana. 
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Dr. J. D. Bell of Pensacola has recently re- 


turned from a trip to Paris, France. 
.. @ 

Dr. W. J. Knauer of Jacksonville recently re- 
turned from Atlantic City where he attended the 
meeting of the American Academy of Ophthal- 
mology and Otolaryngology 

ok * 2K 


Dr. D. T. Babcock of Miami has returned 
from Maryland where he visited the Johns Hop- 
kins Hospital. 

* 2» 

Dr. M. P. DeBoe of Miami recently attended 
the meeting of the American Academy of Oph- 
thalmology and Otolaryngology held in Atlantic 
City. 
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DR. RANDOLPH’S SANITARIUM 
JACKSONVILLE, FLORIDA 
For the Care and Treatment 
of a Limited Number of Selected Cases of 
NERVOUS and MENTAL DISEASES 


Delightfully located 5 miles from the heart of 
Jacksonville on a winding, tree-arched country 
road overlooking beautiful Ortega River. 

Large corner rooms, with and without private 
bath, comfortably furnished to emphasize the home 
atmosphere. 

Personal, individual attention to each patient by 
a specialist with twenty-five years’ experience in 
nervous and mental diseases. 

Address communications to: 
Dr. James H. Randolph, 323 St. James Bldg., 
Jacksonville, Florida. Phone 5-4662 
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TUBERCULOSIS ABSTRACTS 
A REVIEW FOR PHYSICIANS 
ISSUED MONTHLY BY THE NATIONAL TUBERCU- 
LOSIS ASSOCIATION 

HE importance of recognizing tuberculosis 

in its incipiency is repeatedly and deserv- 

edly emphasized. The alert physician, 
when he suspects the disease, makes careful 
search for lesions in the apex of the lung. The 
supposition is that the tuberculous process begins 
usually in the apex, from which focus it tends 
to spread downward to the lung generally. Sev- 


eral clinicians have recently called attention to a 





Fic. 1. This roentgenogram was obtained at a routine 
examination of employees. The patient at this time was 
in perfect health, and the roentgenogram does not show 
any evidence of tuberculous involvement of the lung, and 
in particular no apical foci. 


form of tuberculosis which begins in the infra- 
apical region and which spreads rapidly from 
there to other parts of the lung, including the 
apex. Max Pinner of the William H. Maybury 
Sanatorium, Detroit, has studied this type of 
lesion in 200 cases and presents his conclusions 
in this number of TupeRcuLosis ABSTRACTS, a 
more complete discussion of which appeared in 
the American Review of Tuberculosis, February, 
1929. 
(Continued on page 232) 
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S. H. Camp and Company 


Manufacturers—Jackson, Michigan 
New York City Chicago London 
330 Fifth Ave. 59 E. Madison St. 52 Mortimer St. 
































Brawner’s Sanitarium 


ATLANTA, GEORGIA 


A modern neuropsychiatric hospital with special lab- 
oratory facilities for the study and treatment of early 
cases. Also a department for the treatment of drug 
and alcoholic addictions. 

The Sanitarium is located on the Marietta Electric 
Car Line, ten miles from the center of Atlanta, near 
Smyrna, Ga. The grounds comprise 80 acres. The 
buildings are steam heated, electrically lighted, and 
many rooms have private baths. 


Address communications to Brawner’s Sanitarium, 
Smyrna, Ga., or to the city office, 79 Forrest Ave., 
Atlanta, Ga. 


DR. JAS. N. BRAWNER, Medical Director. 
DR. ALBERT F. BRAWNER, Resident Physician. 
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| D giorsniens the past year we have published a series of 
advertisements in which are quoted abstracts from 
writings of recognized international authorities, pertaining 
to the use of the Quartz Lamp in ultraviolet therapy. 
Believing that this method of presenting facts is pre- 
ferred by the profession to a mere statement of claims by 
ourselves as manufacturers, we continue this series herewith. 


The Victor line of Mercury Arc Quartz Lamps, air- 
cooled and water-cooled types, includes all models required 
in modern practice, for general office use and for the spe- 
cialized practice. 

As with all other Victor equipment, these Quartz Lamps 
are the result of unequaled facilities for research and experi- 
mental engineering, and collaboration with specialists to 
the end that the most exacting requirements of present-day 
ultraviolet therapeutics are met. 


Let us advise with you in the selection of an 
outfit best suited to your individual practice. 


ATLANTA: 155 Forrest Ave., 


rowing Preference for 
the Quartz Ultraviolet Lamp ? 


“In tuberculosis therapy, as well as in all 
other phototherapeutic indications, I use 
Quartz Light exclusively. For two reasons: 
First, because I agree with Rost, one of 
our most experienced light therapists, 
that the light reaction I endeavour to 
obtain cannot be procured as simply, 
rapidly, conveniently and cheaply with 
anything but the Quartz Light. Secondly, 
because at that time, I could not convince 
myself, either from personal experiments 
or from the works of others, that the 
biological effect of other types of light 
surpassed that of Quartz Light. Without 
laying stress on this statement, I should 
be more inclined to assert the contrary. 
This would be in complete accord with the 
assertion of Rost,Peemoller, Huldschinsky 
and others, that the Quartz Light has the 
advantage over other types of light, not 
only in the Ultraviolet domain, but also in 
other erythema-forming groups of rays.” 
—A.J. CEMACH, M.D. An extract from 
his article, ‘‘Uleraviolet Therapy in Oto- 
Rhino- Laryngology,’ ’ read before the Second 
International Conference on Light and 
Heat in Medicine and Surgery, University 
of London, 1928. 


N.E. 


VICTOR X-RAY CORPORATION 


Manufacturers of the Coolidge Tube @non Physical Therapy A: 
il 


and complete line of X-Ray Apparatus 


pparatus, Electroe 
cardiographs, and = Specialties 


2012 Jackson Boulevard Branches in all Principal Cities Chicago, Illinois, U.S.A. 

















A GENERAL ELECTRIC 


ORGANIZATION 


PLEASE MENTION ‘THE JOURNAL WHEN WRITING TO ADVERTISERS 








232 THE JOURNAL OF THE FLORIDA MEDICAL ASSOCIATION 


ACUTE SUBAPICAL TUBERCULOSIS 


Wessler, some years ago, pointed out in this 
country the frequency of the early appearance of 
a subapical infiltrative process, the gravity of 
which, as regards progressive disease, was quite 
clearly shown. More recently, certain German 
workers, notably Assman, Redeker, Romberg and 
Ulrici, have pointed out that much of the tuber- 
culosis seen in adults is the result of a broncho- 
genic reinfection, either endogenous or exogen- 
ous, with a small tuberculous bronchopneumonic 
focus located anywhere in the lung, but most fre- 
quently in the infraclavicular region. This type 
of the disease comes on suddenly with symptoms 
that are grippe-like or catarrhal. Variations of 
this conception have been presented by different 
observers, but most of them agree that it is this 
infraclavicular infiltrative lesion and not the truly 
apical productive one, which is serious in terms 
of the development of progressive disease. 

A study of the onset and type of lesion in two 
hundred cases has been made in an attempt to 
check the accuracy of the view that ascribes so 
much importance to the infraclavicular lesion. 

Cavity formation was particularly observed as 
to the point of origin, migration, and especially 
the time of appearance in relation to onset. The 
rapidity of formation of cavities after onset, with 
the tendency to form in the subapical region and 
migrate upwards, was very striking. The X-ray 
was found to be the most useful in detecting the 
early development of the subapical lesion and 
bears out the value of using the X-ray as an ad- 
junct to physical examination in every suspected 


chest condition. 


TABULATION OF FACTS STUDIED 


In these two hundred cases, a very careful his- 
tory of the onset and course was taken, and every 
available X-ray of each case was studied. With 
this information tabulated, the following points 
stand out strikingly: 

1. In pulmonary tuberculosis, sudden onset is 
not less frequent than is insidious onset. 

(Continued on page 234) 
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LAXATIVE 
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Magnesia-Mineral Gil «») 
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“Che Name Is 


VIOSTEROL” 


As clearly pointed out in an editorial in the Journal 
of the A. M. A, of October 5, entitled “The Name Is 
Viosterol,” this name identifies those irradiated ergos- 
terol preparations which have been accepted and ap- 
proved by the Council on Pharmacy and Chemistry. 


To get the carefully standardized Parke-Davis brand of 
irradiated ergosterol, please specify Viosterol, P.D.&Co. 


” Viosterol, P. D. & Co., is put up in 5-cc. 
and 50-cc. packages, with a dropper that 
delivers approximately 3 drops to the 
minim. Your druggist has Viosterol, P. D. 
& Co., in stock, or can easily get it for you. 
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2. Apical involvement is not characteristic of 
incipiency, but occurs in the majority of cases 
after the incipient stage has passed. 

3. The extent of the lesion does not bear a 
direct relation to the duration of the disease. Of 
all patients reaching the far advanced stage, the 
majority do so within the first half year. 

4. Cavitation is not a late occurrence; its fre- 
quency is nearly the same at any stage of the dis- 
ease. 

5. Apical involvement bears a close relation to 
the type of the clinical course. 

6. An analysis of patients with pulmonary tu- 


berculosis as to the two characteristics—‘“apices 
leads to the dif- 





involved” and “type of onset” 
ferentiation of two different clinical types of 
disease. The one with apices free has a sudden 
onset with a bronchopneumonia (tuberculous) 
which usually progresses rapidly with acute ex- 
acerbations and the early development of ad- 
vanced disease. The other type has an insidious 
onset, involves the apex primarily, and progresses 
very slowly, if at all. 

Apical lesions as such are not always benign, 
as they often are the result of spread upward 
from a subapical lesion; however, this study 
would indicate that true apical tuberculosis sel- 


dom progresses caudalward to extensive disease. 


SUMMARY OF CONCLUSIONS 

1. Progressive and destructive pulmonary tu- 
berculosis usually begins suddenly, with exudative 
subapical lesions. 

2. Strictly apical productive tuberculosis is not, 
as a rule, the incipient stage of progressive and 
destructive pulmonary tuberculosis; it may pre- 
cede the latter ; but even in such cases, the latter 
starts usually as stated under 1. The role which 
apical tuberculosis plays in phthisiogenesis is 
rather insignificant as compared to that of acute 
subapical infiltrations. 

3. Lesions far advanced as to extent, and exca- 
vations, frequently develop within less than six 
months. 

(Continued on page 236) 
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JOSLIN -- after 7 years’ experience 


with the use of Insulin, states -- 
“Deaths from Diabetic Coma should cease!” 


“It is high time they should cease, for seven 
years have gone by since the discovery of 
insulin and the medical profession has been 
taught that insulin cures coma unless the 
patient is moribund. Why not abolish diabetic 
coma forthwith? This is the easiest and surest 
method of lowering diabetic mortality.” E. P. 
Joslin: J.A.M.A. 93:33, 1929. 

Dr. Joslin and other authorities have frequently 
stated that the mortality rate in diabetes may be 
markedly reduced by the prompt and proper 
use of insulin. 

Insulin Squibb, like other Squibb products, has 
the merited approval and confidence of physi- 
cians everywhere. It is prepared under license 
from the University of Toronto and conforms 
to the standards established and maintained by 
the Insulin Committee. 

Insulin Squibb is accurately standardized, uni- 
formly potent, highly stable. It has a particu- 
larly low nitrogen content and is remarkably 
free from reaction-producing proteins. 

Insulin Squibb of 10, 20 and 40 units per cc. 
strength is distributed in 5 and 10 cc. vials. 
Insulin Squibb, 80 units per cc., is distributed 


in 10 cc. vials only. 
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4. Processes leading to active progression and 
to excavation are most frequently associated with 
acute symptoms. 

5. Apical involvement, in the majority of pa- 
tients, is not an occurrence of incipiency but a 
late development. 

6. Diagnostic and therapeutic endeavors should 
be directed towards the acute subapical processes, 


and not only toward the insidious apical disease. 





Fic. 2. The second roentgenogram of the same patient 
was taken seventy-eight days later and ten days follow- 
ing the onset of an acute grippe-like disease. It shows a 
rather extensive infiltrative lesion in the left infraclavic- 
ular region with beginning central excavation. 


7. Physical signs and symptomatology, tradi- 
tionally described as characteristic for “incipient 
pulmonary tuberculosis,’ are misleading for the 
detection of truly incipient subapical acute proc- 
esses. 

Tuberculosis and health associations through- 
out the United States are now making plans for 
an early diagnosis campaign to be conducted 
during April, 1930. Billboards, posters, pamph- 
lets, newspaper and magazine articles will em- 
phasize the importance of discovering the early 
signs of tuberculosis in children. 


(This review secured by the Florida Public Health : 
Association from the National Tuberculosis Association.) : 
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